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HE FREQUENCY with which low back disturb- 

ances are encountered constantly brings them 
to the attention of practically every practitioner of 
medicine. In the United States, affections of the 
low back cause more loss of man hours in industry 
than any other single condition. The marked etio- 
logic variance and the difficulties often encountered 
in the treatment of low back pain make this prob- 
lem one of the most formidable in the field of ortho- 
pedic surgery. Low back pain or pain referred from 
the low back must be looked upon as only a symp- 
tom and should not be considered a diagnosis. The 
general use of the X ray has proven to be a great 
factor in improving the accuracy in the diagnosis 
of the disturbances affecting the low back. Diag- 
nostic fads regarding this problem are known to 
all of us and have included lumbago in men, tipped 
uterus in women, sacro-iliac strain and now the 
disc. 

Cases presenting pain in the low back as the 
chief complaint may be classified into four major 
groups namely : 

I. Congenital anomalies. 
II. Acquired lesions of musculoskeletal system. 

III. Visceral lesions. 

IV. Psychosomatic causes. 

I will discuss briefly some of the congenital and 
acquired causes of back pain, and the other panel- 
ists will discuss some of the other causes of this 
rather difficult and complex problem. 


1. Congenital Anomalies 


Nine of the more frequently encountered anoma- 
lies follow: 

1. Elongation of the transverse process or proc- 
esses of the 5th lumbar vertebra—In this particular 
*Presented at the 149th Annual Meeting of the Rhode 

Island Medical Society, at Providence, Rhode Island, 
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condition, the transverse process or processes of 
the 5th lumbar vertebra may be abnormally long 
so as to impinge upon the ilium and thereby cause 
the formation of a painful bursa. Treatment in 
these conditions consists of surgically shortening 
the offending elongated transverse process. 

2. Sacralization of the 5th lumbar vertebra— 
This is the condition in which the transverse proc- 
ess of the 5th lumbar vertebra is long, fishtail 
shaped and may form an articulation or become 
fused to the sacrum, ilium or both. A certain per- 
centage of these cases will produce back pain. The 
wearing of a low back support will often reduce 
the amount of pain; however, in the severe case, 
it may become necessary to do a fusion operation. 

3. Spina bifida occulta—This condition is char- 
acterized by clefts in the laminae which lead to a 
congenitally weak back and, therefore, more prone 
to injury. Treatment of this particular condition 
consists of instructions in proper bending and lift- 
ing, back strengthening exercises, the wearing of 
back supports and occasional surgical intervention. 

4. Variations of the spinous processes—In cases 
where the neural arch has failed to fuse, the spinous 
process may be attached to only one of the two 
laminae with the result that there is underdevelop- 
ment of the ligamentous supports of the spinous 
process. In other cases, the spinous processes may 
be so wide that contact is made with the spinous 
process above and below causing painful bursal 
formation. The treatment consists of removal of 
the cause of the pain. 

5. Hemi-vertebra—In this condition, only half 
of the vertebra forms with resulting scoliosis. Not 
uncommonly, this becomes a source of pain due to 
unbalancing of the back. 

6. Variations of the articular facets—Normally, 
the lumbosacral articular surfaces occupy a trans- 
verse plane. If this plane is changed to an anterior 
posterior one as often occurs, there is a tendency 
for gravitational stress to take place and thereby 
cause low back pain. Treatment in these cases con- 
sists of the use of exercises and low back supports 
in the mild cases and fusion operation in the severe 


cases. 
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7. Spondylolisthesis — This is the condition in 
which usually the fourth or fifth lumbar vertebrae 
together with the spinal column above it slip for- 
ward on the vertebra below it. In these cases, the 
pain may be either in the low back alone or it may 
be associated with leg radiation. The type of treat- 
ment to be used in these cases depends upon the 
severity of the pain. In the mild cases, instructions 
in proper bending and lifting and low back exer- 
cises often suffice. In moderately severe cases, some 
form of low back support becomes necessary while 
in the cases with severe pain, surgical operation 
may become necessary. The surgery may consist 
of either removing the complete posterior com- 
ponent of the involved vertebra or it may consist 
of removal of the component plus spine fusion or 
spine fusion alone. 

8. Variations of the lumbosacral angle—In the 
average case, the angle of the lumbosacral articu- 
lation is approximately 60 degrees. When an in- 
crease in the lumbosacral angle takes place, a 
so-called congenital hollow back will result. This 
is characterized by the forward tilting of the pelvis 
on the lumbar spine. It results in lordosis with 
accompanying pain. 

9. Variation as to number of vertebrae—The 
usual number of vertebrae in the lumbar region is 
five. The tall thin individual may have six lumbar 
vertebrae thus rendering him much more suscep- 
tible to low back strain. The short squatty individ- 
ual may have only four lumbar vertebrae which 
should theoretically give him a stronger back. 

Il. Acquired Lesions of Musculoskeletal System 
A. Postural Defects 

1. Foot disturbances—Any pronated, flat or 
spastic flat foot may cause pain to radiate up the 
leg and thereby be confused with sciatic pain. 
Metatarsalgia will infrequently cause pain to 
radiate up the lower extremity, simulating sciatic 
disturbances. 

2. Tight heel cords—In these conditions, regard- 
less of the cause, pain may radiate up the leg from 
the heel. 

3. Increased lumbar lordosis—Increased lumbar 
lordosis is usually due to poor posture from relaxed 
musculature or even from mild paralysis due to 
polio. The increase in the lumbar lordosis will cause 
back pain. 

4. Decreased lumbar lordosis—This condition is 
generally due to increased muscle spasm and may 
result from many causes. 

5. Unequal leg lengths — Unequal leg lengths 
will cause a tilting of the pelvis toward the shorter 
side thus producing a disruption of the normal low 
back mechanics and in turn causing pain. 

6. Hip flexion contractures—In these cases, the 
patient will develop a lordosis in order for his 
posture to be kept erect, and in so doing low back 
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pain not infrequently develops. This is felt to be 
due to strain on the lumbosacral ligamentous 
structures. 


B. Ligamentous Injuries 

1. Lumbosacral strain—This particular joint is 
particularly prone to injury because of the fact that 
it is situated at a critical level between the mov- 
able and immovable portions of the spine. It is safe 
to say that the vast majority of low back ligamen- 
tous strains take place at this particular joint. The 
diagnosis is often difficult to make. In these cases, 
flexion of both thighs on the abdomen with the 
knees flexed often produces pain at the lumbosacral 
articulation. 

2. Sacro-iliac strain—While this diagnosis was 
a rather common one several years ago, the newer 
contingent of trained orthopedists seldom if ever 
make such a diagnosis. For many years, radiolo- 
gists tried to demonstrate luxations of the sacro- 
iliac joints in low back pain, without success. 

3. Interspinous ligaments—These ligaments are 
rather important in maintaining stability of the 
spine, because they limit the range of motion of 
one vertebra upon another. When these ligaments 
rupture or stretch one may even sustain a ruptured 
intervertebral disc or a compressed fracture of the 
body of a vertebra. In simple stretching of the 
interspinous ligament, one will find localized ten- 
derness at the injured level. 

4. Ligamentum flavum—A diagnosis of such an 
injury can be made only at operation. It would be 
difficult to make a diagnosis of torn ligamentum 
flavum clinically. 

5. Facet syndrome—This condition like sacro- 
iliac strain is of late seldom diagnosed as such. 
This diagnosis is made on suspicion rather than on 
actual clinical signs. 

6. Coccygodynia—In this condition, X rays 
reveal no evidence of fracture but may reveal in- 
creased angulation of the coccyx. The patient is 
generally quite tender over the coccygeal region 
and on rectal examination, one may find a rather 
tight levator ani. These patients like to sit on one 
buttock rather than squarely on both buttocks in 
order to get relief. These patients respond to heat, 
massage and injection therapy and occasionally 
surgical removal of the coccyx becomes necessary 
but not with uniformly good results. 

7. Herniated fat nodules—Herniated fat no- 
dules often serve as a cause of low back pain. In 
this particular condition, a tear or a rent in the 
fascia of the lower back takes place with the result 
that fatty nodules herniate through the opening. 
The fatty nodules then become rather painful to 
the examining finger or whenever pressure is made 
on them. Treatment is by injection therapy and 
surgical interference in stubborn cases. 
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C. The Intervertebral Disc Injury 
This lesion has gained very wide popularity 
since it was described in the middle thirties by 
Mixter and Barr. It may exist with or without 
nerve root involvement. Protrusion takes place 


postero-central, postero-lateral, or superiorly or . 


inferiorly into the body of the vertebra above or 
below the disc such as occurs in Schmorl’s nodes. 
The diagnosis is made by a careful orthopedic and 
neurological examination together with a myelo- 
gram. In certain areas of the country, discograms 
are done as an aid in diagnosis of disc rupture. 
Treatment is usually conservative and consists of 
bedrest, analgesics, muscle relaxants, heat and 
supports. Operation is reserved for the cases which 
fail to respond to conservative treatment. At sur- 
gery, one may either remove the disc only or may 
do a combined removal of the disc and spine fusion. 


D. Old Fractures 
Recent fractures should be easily diagnosed and, 
therefore, should present no particular problem in 
diagnosis or treatment. However, old fractures do 
present problems because they cause low back pain 
after they have become apparently well-healed. 
This probably comes about because of disrupted 
motion at the facets, traumatic arthritis or from 

scarred, tight, inelastic ligaments. 


E. Chronic Arthritis 

Arthritis of the low back is probably the most 
common of all diseases affecting this section of 
the anatomy. The most commonly found types of 
arthritis affecting the low back are: 1. rheumatoid 
arthritis ; 2. osteoarthritis, and 3. gouty arthritis. 

The hypertrophic spurring which is so common 
on the anterior margins of the vertebrae is the 
result of the wear and tear of life and should, there- 
fore, not be looked upon as a disease. Many ortho- 
pedists have been labeling this type of lesion osteo- 
phytosis rather than as osteoarthritis. Individuals 
having severe osteophytosis are considered as being 
more susceptible to low back pain following acute 
or chronic strain. The symptoms in these cases are 
apt to persist for indefinite periods of time. 

In rheumatoid arthritis, it may be difficult to 
make such a diagnosis particularly in the early 
stages. However, doing a sedimentation rate, latex 
or C-reactive protein tests may simplify matters. 

In gouty arthritis, one will generally get a lead 
from the condition affecting other parts of the body 
such as the first metatarsophalangeal joints or the 
knees or the wrists. A rise in the blood uric acid 
will usually confirm the diagnosis. 


F. Metabolic Diseases 
1. Osteoporosis—Of all the metalobic bone dis- 
eases affecting the spine, osteoporosis is definitely 
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the most common. This condition affects largely 
women and not infrequently is accompanied by 
compression fractures. Not infrequently, women 
affected by this condition have had a hysterectomy, 
a cholecystectomy and have been been on a diet 
low in calcium content. The condition is largely 
found in post-menopausal patients but is not neces- 
sarily limited to these people. The important thing 
about osteoporosis is that the condition may be a 
symptom of some other disease rather than a dis- 
ease per se. Not infrequently, diseases of the para- 
thyroid glands or thyroid glands will produce 
osteoporosis of the spine. In a patient under 55 
years of age, every diagnostic aid should be util- 
ized in order to rule out some condition other than 
osteoporosis. These tests often include open biopsy, 
marrow examination and 24-hour urine calcium 
determination. Serum calcium, serum phosphorous, 
alkalin and acid phosphates, total serum protein 
levels, serum albumin-globulin ratio and electro- 
phoresis of plasma protein also aid in establishing 
a diagnosis in these cases. X rays of skull together 
with intravenous pyelography are other tests very 
commonly employed. In addition to lesions due to 
thyroid or parathyroid disease, other conditions 
producing osteoporosis are rheumatoid arthritis, 
Paget’s disease or even polycythemia vera. 

2. Paget's disease—This can easily be diagnosed 
by the typical X-ray appearance of the bones. 

3. Osteitis condensans ili—This too can easily 
be diagnosed by the X ray. 


G. Infections 

1. Pyogenic infections — These conditions are 
diagnosed by the acute symptoms which may at 
first be rather mild and difficult to diagnose ; how- 
ever, laboratory studies and X rays often help in 
establishing a diagnosis of pyogenic infection. 

2. Brucellosis—A careful history plus labora- 
tory tests will aid materially in establishing such a 
diagnosis. 

3. Tuberculosis — This condition has been 
largely eliminated since the pasteurization of milk 
but the occasional case is still seen and, therefore, 
the condition must be kept in mind. This particular 
condition has a typical X-ray appearance; never- 
theless, it could be confused with other lesions. A 
direct needle biopsy plus the usual laboratory tests 
should prove of value in establishing such a diag- 
nosis. 


H. Neoplastic Diseases 


1. Benign: 
A. Exostoses 
B. Tumor of the Cauda Equina 
C. Intradural tumors 
D. Extradural tumors 


E. Hemangioma 
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. Malignant: 

A. Multiple myeloma — This can be diag- 
nosed by the X-ray appearance plus X rays 
of the skeleton showing the typical punched- 
out areas in the skull, ribs and other parts of 
the bony skeleton. This condition may also 
present a reversed albumin globulin blood 
ratio and Bence Jones’s protein in the urine. 
B. Malignant tumors of the cord. 

C. Metastatic malignant tumors. 

D. Primary tumors of the bodies of the ver- 
tebrae. 


III. Visceral Lesions Causing Low Back Pain 

1. Gastrointestinal diseases — A spastic or an 
overloaded colon is not infrequently the cause of 
low back pain because of irritation of the lumbar 
nerves. Intra-abdominal adhesions or chronic ap- 
pendicitis may be the source of pain referred to 
the low back. 

2. Urologic disease — Any disturbance of the 
genitourinary tract may cause low back disturb- 
ance. The most notorious genitourinary condition 
causing low back pain is chronic prostatitis. Kidney 
stones and any irritation of the kidney in itself may 
cause low back pain. 

3. Gynecological disorders—A pelvic inflamma- 
tory disease is often characterized by low back pain. 
Tumors of the ovaries or uterus have long been 
known to be the cause of frequent low back pain. 
Retroversion and retroflexion of the uterus fall 
into this category as well. 

4+. Affections of the central nervous system— 
Tumors of the spinal cord and any disease of the 
central nervous system may cause low back dis- 
orders. Tabes, meningitis, syringomyelia, and lat- 
eral sclerosis not infrequently manifest themselves 
with low back pain. 

5. Sciatic neuritis — This may be due to defi- 
ciency diseases, diabetes or trauma. 

6. Herpes soster—Many a doctor has been chag- 
rined to have herpes zoster blebs develop in the 
back after he has treated the patient for many days 
for some other cause. 

7. Lesions of the retroperitoneal structures — 
Suffice it to say that any infection or tumor in the 
retroperitoneal area may cause low back pain. 

8. Vascular conditions — Buerger’s disease af- 
fecting the lower portion of the aorta or the iliac 
vessels may cause low back pain. Arteriosclerosis 
can do likewise. Thrombosis of the iliac vessels or 
in the smaller vessels coming off from the aorta in 
the lower back may produce low back pain. 

9. Generalized infectious diseases — Influenza 
not infrequently causes low back pain even before 
the condition itself is diagnosed. Septicemia can do 
likewise. 
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IV. Psychosomatic Disorders 


These conditions are best diagnosed by a psy- 
chiatrist but the orthopedist must include some of 
the more commonly known psychosomatic dis- 
orders in his differential diagnosis particularly 
when the complaint of low back pain has gone on 
for an indefinite period of time and he has been 
unable to make any specific diagnosis. The condi- 
tions which should be included in his differential 
diagnosis are hysteria, functional overlay, malin- 
gering and actual psychosis. 


Diagnosis 

The principal points to be considered in diag- 
nosis are as follows: 

1. Pain—Pain is usually the presenting symp- 
tom and is located somewhere in the low back most 
commonly over the lumbosacral joint area. The 
pain may be local or radiating and when it radiates 
it may go down one or both legs and it may go 
around to the abdomen. Any pain which is in- 
creased by motion is generally decreased by rest. 

2. Tenderness—The patient will generally com- 
plain of pain on pressure over a given region de- 
pending on where the injury or disease is present. 
He will have tenderness over the lumbosacral joint 
very commonly if there is a lesion affecting this 
particular joint. If the patient has an injured inter- 
spinous ligament, the tenderness will be at the point 
where the ligament has been stretched or torn. He 
may have tenderness along the course of the sciatic 
nerve or over the sacrosciatic notch in cases of 
sciatica. 

3. Muscle spasm—Muscle spasm is present in 
varying degrees in practically all affections of the 
lower back depending upon the severity of the 
lesion. The spasm may be such that the patient 
will either flatten or reverse the normal lordotic 
curve. 

4. Limitation of motion — Patients with low 
back affections generally will have a limitation of 
motion of the spine. This limitation is largely in a 
forward plane. However, lateral flexion, rotation 
and extension of the spine may also be reduced. In 
disc lesions, the patient may have marked limitation 
of straight leg raising on the affected side. 

5. Posture — The patient usually tends to list 
away from the side of the lesion. This is particu- 
larly true in disc lesions when the patient will 
develop a list away from the side of the lesion. 
The list may be either lateral or forward or may 
be a combination of both. 

6. Special tests of passive mobility—Many tests 
of passive mobility have been devised by various 
orthopedic surgeons—none of which is real spe- 
cific in making any definite clinical diagnosis. These 
include the so-called flexion of the thighs and hips 


test upon the abdomen, straight leg raising tests, 
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| lneigee is one of the most common complaints 
that a gynecologist is called upon to evaluate. 
Several years ago derangements of the internal 
pelvic organs were always suspect with this pre- 
senting symptom, and as a result uterine suspen- 
sion became the most popular gynecological opera- 
tion of the day, though seldom was it indicated. 

As is true in medicine so frequently, this opera- 
tion soon fell into disrepute, and only recently has 
it regained some normal clinical focus. 

Practically every patient with backache, when 
you see and examine her thoroughly, will be found 
to have some basic and underlying orthopedic cause 
for the back pain. 

Doctor Ball has mentioned that from the point 
of view of a gynecologist, less than ten per cent of 
the backaches we see are caused by anything other 
than mechanical factors, and less than ten per cent 
of the mechanical backaches require anything other 
than routine, simple, orthopedic or postural exer- 
cises for improvement or cure. 

I rather hesitate to mention posture in the pres- 
ence of our orthopedic panelists, but I think it is 
important to have some knowledge of this, as it 
relates to gynecology and general medicine. 

Steindler stresses that in normal posture, the 
deflections of the spine are usually compensated 
within the spine itself. In abnormal posture, the 
spinal deflections are compensated by the body, as 
a whole, perhaps with abnormal tilting of the 
pelvis, deviation of the knees and tilting of the 
hips, in one way or another. It is much like going 
in to be fitted for a suit. It is far easier to fit the 
suit to your figure than it is to fit your figure to 
the suit. Perhaps we have all had experiences of 
this kind at one time or another. 

In pregnancy, we certainly find backache to be a 
common complaint, and here, Doctor Norman 
Miller has pointed out, there usually is some paral- 
ysis of the back extensors, and the line gravity is 
*Presented at the 149th Annual Meeting of the Rhode 
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moved posterior to the sacro-iliac joints. In com- 
pensation of this, there is an increase in the lumbar 
curve, and an accentuation of the dorsal curve. 
These are natural and necessary compensations in 
the pregnant woman to allow for the softening and 
relaxation of the pelvic articulations which are the 
lumbo-sacral joints, the sacro-iliac joints, and the 
symphysis. These changes and softenings begin in 
the second trimester of pregnancy. 

A great deal can be learned about a woman, if 
you see her with her girdle off. This is perhaps the 
most naive statement that this panel will make. 
Ball emphasizes that the abdominal viscera are 
maintained in the upper abdomen, like an inverted 
pear, held by the action of the abdominal muscles, 
the diaphragm, the pelvic floor and the lumbo-sacral 
spine. In the multiparae, there is frequently a loss 
of these supports and the viscera drop into the pel- 
vis and are suspended by their mesenteries and 
this leads to congestion and alterations in the lym- 
phatic and venous drainage of the pelvis. We know 
that the venous drainage of the pelvis is accom- 
plished through a series of complex sinuses and as 
a result of this visceral change, which is subse- 
quently followed by a postural change, we have the 
well-recognized gynecological complex of diffuse 
pelvic congestion. 

I believe there really are a few gynecological 
problems which can be responsible for backache, 
but the pelvic pathology precedes and usually con- 
tributes to some alteration in spinal dynamics. 

The examination of the gynecological patient, 
with backache, practically never results in the find- 
ing of a point of tenderness over areas of the spine, 
as indicated by Doctor Savastano. This is more 
indicative of an orthopedic problem. Twenty per 
cent of women are born with a retrodisplaced 
uterus, which does not predispose to infertility, nor 
backache, nor does it require, as far as we can tell, 
any particular treatment and the diagnosis of this 
condition should be quite simple. 

The fixed retrodisplacement on the other hand, 
is suspect in backache, and the diagnosis should be 
quite easy because the symptoms are increased with 
attempts to elevate this fixed uterus. As a matter 
of fact, a pessary will make the patient worse, 


because the posterior bar will press against the 
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indurated and extremely tender uterosacral liga- 
ments. If the symptoms are bad enough, surgery 
is the only effective treatment and the type of sur- 
gery to be performed can only be determined at 
laparotomy. We rather frequently see patients with 
backache and a retrodisplaced uterus which is mov- 
able. In these patients, the uterus should be brought 
forward to an anterior position and maintained 
there with a pessary. Surgery should be done only 
if the patient’s symptoms improve with a pessary. 

As far as infections are concerned, pelvic inflam- 
matory disease is well recognized as being present 
in a patient with diffuse, abnormal discomfort and 
backache, usually made worse by walking and fre- 
quently by working. Twenty-five per cent of these 
particular patients also have menstrual dysfunc- 
tion, seventy-five per cent of which are anovulators, 
with dysplasia of one type or another and their 
symptoms vary with the amount of involvement. 
Acute cases should be conservatively treated with 
antibiotics, bed rest and sedatives. 

In the chronic or recurrent cases, surgery is all 
we have to offer, and, unfortunately, this must be 
quite radical in many of these patients. 

As to other conditions, one should mention endo- 
metriosis, which frequently involves the uterosacral 
ligaments, and tuberculosis. 

Currently, there are fairly good medical methods 
for handling these cases with the progestins and 
the anti-tuberculosis drugs, such as INH and 
Streptomycin. 

Generally speaking, however, they don’t work 
for long and surgery again must be reverted to 
as long as examination reveals some abnormality 
within the pelvis which could explain the patient’s 
symptoms. 

Pelvic tumors when fixed, space occupying or 
invasive, can cause backache, and the type of sur- 
gery performed, again should depend upon the 
findings at laparotomy. 

We have mentioned previously the static factors, 
and I need not repeat those. 

I want to emphasize once more that less than ten 
per cent of the patients we see with backache have 
other than a mechanical cause for that backache, 
and less than ten per cent of the mechanical back- 
aches require more than postural exercise for treat- 
ment or cure. 


LOW BACK PAIN FROM THE 
ORTHOPEDIC STANDPOINT 
continued from page 628 
Goldthwait’s sign, Faber’s sign, Gaenslen test, 
compression tests and many others. 

7. X-ray examination—X rays should be taken 
of all cases in which there is a complaint of low 
back pain. When indicated, other parts of the bony 
skeleton should be X rayed to bring about a definite 
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diagnosis. The X ray may reveal such things as 
arthritis, malignant or benign tumors of the bony 
skeleton, osteoporosis and many other conditions. 

An orthopedic-neurological examination is indi- 
cated in all cases. 

8. Laboratory tests as indicated—Such tests as 
mentioned previously should be made and these in 
most cases include alkaline phosphatase, acid phos- 
phatase, complete blood count, urinalysis, serology, 
prostatic smear, sedimentation rate, albumin glob- 
ulin ratio as well as bone smears or even bone 
biopsies. 


Treatment 


Treatment may be classified into general and 
specific as well as conservative and operative. 

Conservative treatment — The important requi- 
sites in conservative treatment consist of bedrest, 
support of the affected part and an attempt to 
relieve pain and muscle spasm by medication. 

Treatment in the acute stage would be as follows : 

1. Bedrest on fracture board or orthopedic mat- 
tress. 

2. Postural flexion of hips and knees. 

3. Back support — taping, canvas support or 
scultetus binder. 

4. Traction—mild or prolonged, heavy for short 
durations. 

5. Heat—hot, moist packs in the acute stage are 
preferable and seem to be more efficacious 

than warm, dry heat. 

6. Medication—codeine and aspirin or demerol 
are used as the case may dictate. Muscle 
relaxants are also definitely indicated in the 
acute stage and may be given either intra- 
venously or by mouth or both. Soma, Ro- 
baxin, Salimeph-C, Trancopal, Tolserol, Tol- 
seram are some of the muscle relaxants now 
in use. 

7. Massage—local gentle massage is often sooth- 
ing to the patient. 

Treatment in the subacute stage would be as 
follows: Patient may now be put on gentle exer- 
cises but on resuming his ambulatory status his 
back should be supported with strapping, low back 
canvas support or even a brace. A plaster cast is 
sometimes used. Graded exercises can now be in- 
stituted. Manipulative exercises at one time was 
the custom—with the idea of breaking up painful 
adhesions if the patient failed to improve under 
conservative treatment. This form of treatment 
has been largely discarded as it did not prove to 
be successful in the hands of many orthopedists. 
Those who use the manipulative therapy would say 
that they would occasionally feel a distinct clicking 
sound as adhesions were broken; however, certain 
complications have come about as a result of manip- 


ulation with the result that most of the ortho- 
concluded on page 632 
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| oom BACK PAIN is usually thought of as 
being caused by diseases of the spine or spinal 
muscles, there is no doubt that many pathological 
conditions of the genitourinary tract give rise to 
back pain of one form or another. Disorders of 
any of the organs of this system are capable of 
causing this symptom, and representative examples 
will now be described. 

Adrenal diseases, consisting of benign or malig- 
nant neoplasms, may and often do cause back pain 
on the affected side. Such neoplasms include cor- 
tical adenomas and carcinomas, but usually not the 
tumors of medullary origin. By contrast neuro- 
blastomas in children do not usually give rise to 
back pain. Relating adrenal disease to backache 
may be difficult, though some lesions are associated 
with hormonal changes and are thus recognized. 
Pyelograms may show changes in the position of 
one of the kidneys, suggesting a suprarenal mass, 
and these can often be better defined by means of 
perirenal gas insufflation to delineate the mass. 
(Oftentimes the bony decalcification associated 
with Cushing’s syndrome is responsible for severe 
backache. ) 

The kidney, of course, is well known to be the 
cause of backache in a variety of conditions. Among 
the congenital lesions one thinks immediately of 
aberrant renal vessels which quite clearly can cause 
backache due to the associated hydronephrosis. 
Oftentimes, this is further accentuated by a degree 
of nephroptosis. 

Congenital polycystic kidneys, on the other hand, 
despite rather marked enlargement of the renal 
mass, often cause no pain unless there is a sudden 
hemorrhage into one of the cysts. 

Inflammatory disease of the kidney due to pyo- 
genic organisms is almost always associated with 
backache, as well as accompanying chills and fever, 
frequency and dysuria. The diagnosis is usually 
not difficult to make clinically, particularly after 
examination of the urine. By contrast tuberculous 
*Presented at the 149th Annual Meeting of the Rhode 
Island Medical Society, at Providence, Rhode Island, 
May 11, 1960. 


renal infection usually does not cause pain in the 
back unless obstruction develops as the result of a 
tuberculous stricture of the ureter. 

One of the commonest causes of backache of 
renal origin is a renal calculus. Those in the pelvis 
of the kidney—if they are small enough to move 
around or enter the upper ureter—are most apt to 
cause pain. Pain is felt in the costovertebral angle 
on one side and tends to be felt in the flank area 
and groin as well. Less apt to cause pain because 
they cannot move are small calyceal calculi or large 
staghorn calculi, both of which, however, may give 
rise to a backache if the patient is extremely active. 

Neoplastic disease of the kidney in adults is 
classically known to cause back pain, hematuria, 
and often a low-grade fever. This is not so in the 
case of solitary renal cysts, which in adults are 
usually asymptomatic. Malignant Wilms’s tumor 
in children is also not associated with pain and is 
usually accidentally discovered by finding a flank 
mass in an otherwise normal child. 

The diagnosis of most renal lesions will of course 
be suggested when there is an abnormality in the 
urine as well as by the findings on a plain film of 
the abdomen. Intravenous or retrograde pyelo- 
grams are usually necessary to establish a positive 
diagnosis. 

Back pain of ureteral origin is almost always due 
to the passage of a ureteral calculus. The pain in 
these cases is characteristically severe; it radiates 
from the costovertebral angle to the groin, causes 
the patient to be restless, and often is associated 
with vomiting. The diagnosis is of course suggested 
by the type of pain, and the urine is found to con- 
tain red blood cells. X rays of the abdomen and 
intravenous or retrograde pyelography will be nec- 
essary to verify the diagnosis. 

The bladder, although usually not thought of as 
a possible cause of back pain, can do so in a variety 
of circumstances. Cystitis, particularly acute cystitis 
in women, is often associated with low back pain. 
Bladder obstruction due to benign prostatic hyper- 
trophy or bladder neck contracture, can cause pain 
in the upper back due to the development of hydro- 
ureters or hydronephrosis. And, finally, carcinoma 
of the bladder has a predilection for metastasizing 
to bone and in this way may be responsible for pain 
in the back. 


concluded on next page 


632 


Prostatic conditions similarly are sometimes re- 
sponsible for back pain. Prostatitis in many indi- 
viduals is associated with low back pain, along with 
dysuria and perineal discomfort. The diagnosis 
here is usually made on the basis of an examination 
of the prostatic fluid, which contains an abnor- 
mally large number of white blood cells. In addi- 
tion, of course, there is prostatic tenderness when 
the gland is palpated. The diagnosis of carcinoma 
of the prostate, made on rectal palpation because of 
its characteristically hard nodularity, may also 
explain any existing back pain, since bony meta- 
stases to the spine and para-aortic lymph nodes 
are the rule in advanced cases of this disease. The 
unmistakable X-ray appearance of these lesions 
along with an elevated blood acid phospatase serve 
to substantiate this diagnosis. 

Finally, diseases of the testes may be associated 
with varying degrees of back pain. Orchitis due to 
mumps, or epididymitis due to pyogenic infections, 
may cause back pain on the affected side. The diag- 
nosis is usually suggested by the abnormal findings 
on examination of the testis itself. Neoplasms of 
the testis, on the other hand, are usually symptom- 
less until metastases occur; here again back pain 
may be prominent because of their predilection to 
spread to the para-aortic lymph nodes, as well as 
to bone. 

These brief comments will serve to illustrate 
that back pain or ache may be caused by disease 
of any part of the urinary tract and that such cause 
is often suggested by the findings on physical ex- 
amination together with abnormalities of the urine. 
Examination by appropriate X rays is often nec- 
essary to confirm these diagnoses. 


DID YOU KNOW? 


e That a city dweller is somewhat more likely to 
have an accident than a farmer, but urban or rural, 
home is still the place where most accidents take 
place. 


¢ That more than 600,000 persons are bitten by 
dogs in this country each year, at a medical cost 
of $5 million. 


e That nearly 22 million Americans, or 13 per 
cent of the population, have no teeth; and about 
two-thirds of persons 75 or older no longer have 
any teeth. 


e That voluntary hospitals should have one new 
hospital bed every 36 hours at a cost of $20,000 a 
bed just to keep up with population growth. 


e That the philanthropic public gave over $1 
billion last year to promote the nation’s health. 


Monday, November 14. Meeting of Council, 
Rhode Island Medical Society, Hope Club, 
Providence (6:00 P.M.). 
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LOW BACK PAIN FROM THE 
ORTHOPEDIC STANDPOINT 
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pedists no longer use this type of therapy. Those 
who used this type of treatment felt that they would 
break up contractures, fibrosis and adhesions. Some 
went so far as to feel that they were reducing dis- 
located discs and reduced dislocated facets. 


Operative treatment—The operative treatment 
has included local injections, removal of abnormal 
bone formations, myotomy, fasciotomy, simple 
excision of herniated discs, and spine fusions. 


Local injections consist of doing perineural 
sciatic injections with varying strengths of novo- 
cain or injecting trigger points of tenderness. At 
one time, sectioning of the piriformis muscle and 
the tensor fascia femoris was used in order to re- 
lieve tension or pressure on the sciatic nerve. Oper- 
ative stabilization of the spine is the more com- 
monly used operation for the low back at the 
present time. Removal of the ruptured disc per se 
is done by many orthopedists but a good many 
others fuse the spine in addition to removing the 
ruptured disc. The so-called trisacral fusion which 
consisted of fusion of the lumbosacral joint and 
both sacro-iliac joints is seldom if ever done at the 
present time. Lumbosacral fusion is the fusion 
which is most commonly done at the present time. 
There has also been a general tendency to fuse one 
joint rather than two or more joints. It is felt that 
one joint gives a higher degree of success in stabili- 
zations than when more than one joint is fused. 


BIBLIOGRAPHY 
1Prevention of Low Back Pain Through Medical Exami- 
nation and Selective Job Placement—Rex L. Diveley, 
M.D., Kansas City, Mo.—A.M.A. Archives of Industrial 
Health—Vol. 19—June, 1959 #6 
2Conservative Management of Low Back Pain—Miland 
E. Knapp, M.D., Minneapolis, Minn.—A.M.A. Archives 
of Industrial Health—Vol. 19—June, 1959 #6 
3Surgical Management of Low Back Pain—Ralph K. 
Ghormley, M.D., Rochester, Minn.—A.M.A. Archives of 
Industrial Health—Vol. 19—June, 1959 #6 
4Evaluation of Disability in Low Back Pain—Joseph P. 
Cain, Jr.. M.D., Mullins, S. C—A.M.A. Archives of 
Industrial Health—Vol. 19—June, 1959 #6 
5Low Back Pain—George S. Hackett, M.D., F.A.C.S., 
Canton, Ohio—Industrial Medicine and Surgery—Vol. 
28—Sept., 1959 #9—Pg. 416-419 
6The Occupational Low Back Hazard—George U. Pill- 
more, M.D., Eastern Pennsylvania—Industrial Medicine 
and Surgery—Vol. 29—Jan., 1960 #1—Pg. 28-32 
7One Hundred Cases of Low Back Pain—Donald S. 
Thatcher, M.D., Milwaukee, Wis.—American Journal of 
Surgery—Vol. 97—1959—Pg. 383-387 
8Roller Board Traction—Dana M. Street, M.D., Memphis, 
Tennessee—Journal of American Medical Association— 
Vol. 169 #16—Apr. 18, 1959 
9Handbook of Orthopaedic Surgery— Alfred Rives 
Shands, Jr., B.A.. M.D.—C. V. Mosby Company—1937 


T 


: 
|_| 
{ 
‘ 
( 
ma 


WESTERN EQUINE ENCEPHALOMYELITIS IN RHODE ISLAND 


WESTERN EQUINE ENCEPHALOMYELITIS IN RHODE ISLAND 


ALTON M. PAULL, M.D., AND RAYMOND YOUNG, PH.D. 


The Authors. Alton M. Paull, M.D., of Pawtucket, 
Rhode Island. Assistant Physician, Pawtucket Me- 
morial, Rhode Island and Miriam hospitals. Raymond 
Young, Ph.D., of Providence, Rhode Island. Bacteri- 
ologist, Department of Pathology, Rhode Island 
Hospital, Providence. 


UMAN INFECTION with the virus of equine 
encephalomyelitis is very uncommon in New 
England. In the United States, the eastern variety 
has occurred in epidemic form in Massachusetts 
only, except for one outbreak in Louisiana and 
Texas in 1947.1 In 1958, the virus of western 
equine encephalomyelitis (WEE) was isolated from 
a partridge in Rhode Island.” As far as I have been 
able to determine, this is the only instance where 
this virus has been definitely found to be present 
in New England. It might be noted that in the 
same year that the WEE virus was isolated in this 
state one definite and one probable isolation of this 
virus in English sparrows was reported from the 
state of New Jersey.® 
The presence of eastern equine encephalomye- 
litis (EEE) in Rhode Island has been confined to 
horses and birds (cf. Table 1). Maine has not re- 
ported equine encephalitis in either humans or ani- 
mals, but, in the late 1930’s a horse was suspected 
of harboring the virus of EEE.* In 1928, an epidemic 
of EEE in horses occurred in Connecticut.® Since 
then, numerous cases of the eastern variety have 
been found in both pheasants and horses predomi- 
nately in the eastern part of that state. There have 
been a number of cases of human EEE suspected in 
Connecticut, but none has had laboratory confirma- 
tion. Records fail to show the presence of EEE in 
New Hampshire® or Vermont.’ In 1938, Feemster 
reported an epidemic of human EEE in Massachu- 
setts.§ In 1955 and 1956, two smaller epidemics of 
EEE were also reported by Feemster.? In all, a total 
of fifty cases of EEE have been found in Massachu- 
setts with a fatality rate of 68%. Survivors under 
ten years of age suffered much more serious sequela 
than those who were older. 
The following case is reported because it is be- 
lieved to represent the first human infection with 
the virus of WEE to be reported in New England. 


H. W., age sixteen, was admitted to the Me- 
morial Hospital in Pawtucket, Rhode Island, on 
August 31, 1956, because of fever and delerium. 
He had been perfectly well until two days prior to 
admission at which time he developed anorexia, 
nausea and mild vomiting. The day prior to admis- 
sion, he complained of fever, severe headache and 
chilly sensations. Several hours prior to admission, 
he became confused and developed visual and audi- 
tory hallucinations. Physical examination revealed 
a well-developed, acutely ill patient with a flushed 
face. His temperature was 102°F., the pulse was 
100, and the respiration 18. The blood pressure was 
115/78. There was a slight puffiness to the peri- 
orbital region. The skin was warm and moist. 
Otherwise, the entire physical and neurological 
examination was within normal limits. Examina- 
tion of the blood disclosed the hemoglobin to be 
12.5 gms% ; the white cell count was 4700 with 
68% neutrophils, 30% lymphocytes and 2% 
monocytes. Several days later, the WBC was re- 
peated and had risen to 6900. Urinalysis was nor- 
mal and the Hinton negative. Three blood cultures 
were sterile. Three stool examinations were nega- 
tive for ova and parasites. Serum electrolytes, total 
proteins and AG ratio were normal. Agglutination 
reactions for typhoid, partyphoid, proteus, and 


brucellosis were negative. The blood of this patient 
continued on next page 


TABLE 1 
Incidence of Equine Encephalitis in Rhode Island 


one case in a horse 


ae one flock of pheasants 


15 confirmed horse cases 
6 pheasant farms 
3 wild pheasants 


1955 


8 cases in horses 

1 pheasant farm 

1 quail, sparrow, and pheasant froma 
second farm 


1956 


1958 1 pheasant 


This material supplied by Raymond F. McAteer, M.v., medical 
director, Department of Health, Division of Communicable Disease, 
Providence, Rhode Island. 
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was examined for CNS virus antibodies by means 
of the complement-fixation test. Commercial virus 
antigen preparations were used in the tests. Con- 
trols for anticomplementary action of antigens and 
serums were satisfactory, and positive and nega- 
tive serum controls also were satisfactory. Serum 
titers were determined on paired specimens of 
blood, the second of which was collected after an 
interval of seven days. The results are indicated 
in Table 2. 

Shortly after admission, a lumbar puncture was 
performed. The spinal fluid was under normal 
pressure. The fluid was crystal clear. Examination 
of the spinal fluid disclosed a cell count of four 
erythrocytes and forty lymphocytes. The spinal 
fluid protein was 23 mg%. A culture of the spinal 
fluid was sterile. X rays of the skull and chest were 
within normal limits. My initial impression was 
that the patient had a viral infection involving the 
central nervous system. However, he was started 
on Tetracycline and this was continued for six days. 
For four days, the patient ran a spiking tempera- 
ture rising to a high of 103°F.; but on the fifth 
day, the temperature returned to normal and re- 
mained that way for the duration of his hospital 
stay. Initially, he was restless and at times com- 
bative. The auditory and visual hallucinations be- 
came more prominent. On the third hospital day, 
the patient was seen by a consultant in neurology 
who concurred with the diagnosis of encephalitis. 
The patient was treated symptomatically with 
sparine, frenquel, and salicylates and showed pro- 
gressive improvement and on the fourteenth day, 
he was discharged. Follow-up studies six months 
later failed to reveal any sequels. At the age of 
eighteen, he enlisted in the army and was accepted. 

The term encephalitis refers to an inflammation 
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of the brain. The illness is called “equine” because 
it was first isolated from horses in 1933 and has 
been known to cause severe epidemics in horses 
for a number of vears. Eastern refers to the fact 
that this strain of virus has been found in the 
eastern part of the country, while the western 
strain has been confined to the western part of the 
country. 

Typically, a viral encephalitis has a more or less 
acute onset with fever and mental symptoms vary- 
ing from irritability to stupor coma, delerium and 
convulsions. Mild cases may resemble nonparalytic 
poliomyelitis. If the cerebellum is involved, ataxia 
may be prominent. Involvement of the midbrain 
leads to pupillary and ocular disturbances. In addi- 
tion, cranial nerve palsies may occur. With involve- 
ment of the meninges and spinal cord, headaches, 
vomiting, stiff neck and paralysis may be found. 

The cerebral spinal fluid may be entirely normal 
or there may be a pleocytosis with increased pro- 
tein. Initially, the pleocytosis may be polymorpho- 
nuclear ; but later, it usually is lymphocytic. 

The disease is spread to susceptible animals 
through the bite of a mosquito. In western and 
central United States and in Canada, culex taralis 
is believed to be the principal vector. Culeseta mel- 
enura, aedes vexons and culex salinorus are 
strongly suspected as the vectors in the eastern 
United States. The incubation period is usually 
five to fifteen days. Wild and domestic birds are 
the principal reservoirs of infection in the United 
States. Although serving as hosts, horses and man 
are not important as reservoirs of infection. Infants 
and those of the older age group are most suscep- 
tible to infection. Infection to any degree results in 
homologous immunity. 

The most reliable method of confirming the diag- 


TABLE 2 


Serum #1 
9/4/56 
Virus Antigen 10 20 40 


eastern equine 
encephalomyelitis 


western equine 
encephalomyelitis 


lymphocytic choriomeningitis 


mumps 


St. Louis encephalitis 


Serum #2 
9/11/60 


1/5 10 20 40 80 160 320 640 1280 2560 


44 | 34 


The paired serums showed a marked rise in western equine encephalomyelitis antibody titer of from 1/10 to 1/640 with 44+ reactions in 
each case. This no doubt indicated infection with the virus of western equine encephalomyelitis, which was related to the patient’s 
symptoms. The rise in specific antibody titer between acute phase and convalescent phase serums confirms the clinical diagnosis of the case. 


|| 

44+]44]2+] 0 24+ 0 
: | 0 
: P| 0 0 

0 0 
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nosis is by isolation of the virus. The virus can most 
frequently be obtained from brain gray matter of 
patients who have died within the first five days 
after the onset, and when autopsy is performed 
within two to three hours after death. Other tissues, 
blood or cerebrospinal fluid rarely give positive 
results. 

Although somewhat less reliable than the actual 
isolation of the virus, the demonstration of a rising 
titer of complement-fixation or neutralizing anti- 
bodies is very suggestive of the disease.!° The neu- 
tralizing antibodies reach high titers in one week 
and stay at these levels for about two years after 
the initial infection. Complement-fixation anti- 
bodies begin to appear at the end of the first week. 
The titer rises slowly and begins to subside again 
after six to eight weeks. 

Clinically, it is impossible to distinguish EEE from 
WEE. However, EEE is far more virulent than the 
western variety with a mortality of 65% as against 
15% ; the sequela in those who survive are also 
more severe. Although the virus of WEE is largely 
limited to the western part of the country, it has 
been isolated in Texas, Alabama and more recently 
in New Jersey and Rhode Island. 

In January 1957, complement-fixation tests were 
done on the sera of 243 people in South Dakota." 
These people came from three different counties in 
South Dakota. From this study three interesting 
facts were found: 

1, About 34% of the sera were positive to either 

EEE OF WEE. 

2. About 20% of the positive sera reacted with 

EEE, 

3. About 3% of the sera were positive to both 

EEE and WEE. 


No definite conclusion could be drawn from this 
series, but it seems clear that EEE does occur in the 
west; and therefore, there is no reason why WEE 
cannot occur in the east. The diagnosis of WEE on 
our patient seems confirmed by a fairly typical 
clinical picture plus a positive complement-fixation 
test. 


SUMMARY 

1. The incidence of equine encephalitis in Rhode 
Island as well as the other New England States is 
commented upon. 

2. The clinical features and methods of diagnosis 
are briefly discussed. 

3. A patient is reported who is thought to rep- 
resent the first case of western equine encepha- 
litis diagnosed in this state and probably in New 
England. 
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‘Dprreemens INJECTION for local treatment 
of rheumatic joint and soft tissue diseases is 
well established by a large and generally favorable 
clinical experience as an expedient therapeutic 
measure. There is an obvious usefulness where 
systemic corticosteroids are contraindicated or 
poorly tolerated or to augment the benefits while 
minimizing the hazards inherent in systemic ther- 
apy. There is also the finding that in the major 
categories of arthritis, periarthritis, myofibrositis, 
bursitis, tenosynovitis and fasciitis, local results of 
injection procedures are comparable or superior to 
those obtained with oral medication.! 

The merit of the instillation of a corticosteroid 
into prominently involved single or multiple joints, 
bursae or accessory soft tissue structures lies in the 
delivery of a high level of anti-inflammatory activ- 
ity directly to the diseased area. When a response 
is elicited, the subsidence of stiffness, swelling and 
pain leading to an increased range of motion is 
impressive.2* A review of published studies indi- 
cates that with administration of injectible cortico- 
steroids in the early stages of disease, improvement 
may be anticipated in 50 to 80 per cent of the cases 
treated.! A higher percentage of favorable response 
occurs in diseases of the knee, epicondylitis and 
acute bursitis than in diseases of the hip, fibrositis 
or chronic bursitis. Benefits in osteoarthritis are 
greater in degree and longer in duration than in 
rheumatoid arthritis. Comparative figures obtained 
over a period of five years show that complete relief 
was accomplished in 60 per cent of knees affected 
with osteoarthritis while 30 per cent of knee joints 
affected with rheumatoid arthritis no longer re- 
quired local corticosteroid injection. Continuing 


*Kenalog® Suspension, containing 10 mg. triamcinolone 


acetonide in each cubic centimeter, was supplied for this 
study by Doctor R. C. Merrill, The Squibb Institute for 
Medical Research, New Brunswick, New Jersey. 


benefits from periodic intra-articular injection of 
knee joints were manifested in an additional 15 per 
cent of cases of osteoarthritis and 50 per cent of 
rheumatoid arthritis.' 

The single most important feature of any corti- 
costeroid to be instilled into joints or into envelop- 
ing or accessory structures is the anti-inflammatory 
potency per milligram of material. Anatomic con- 
siderations impose intrinsically rigid restrictions 
on the therapeutic activity which can be provided 
by local injection. A corticosteroid preparation 
which supplies a high level of anti-inflammatory 
activity in relatively small volume and in low 
dosage and which possesses the additional charac- 
teristic of prolonged activity is surely the drug of 
choice for local injection therapy. 

All of the major corticosteroids have been pre- 
pared for local instillation. The broadest experi- 
ence, providing a substantial fund of clinical data, 
concerns the use of hydrocortisone either as the 
acetate or as the tertiary-butyl-acetate. Although 
these compounds have achieved an unofficial status 
as reference materials in the appraisal of more 
recently synthesized anti-inflammatory steroids, 
there is considerable disagreement as to the con- 
centration and dosage which can be absorbed with 
maximum benefit. Hydrocortisone acetate has been 
employed for treatment of osteoarthritis and rheu- 
matoid arthritis of the knees in concentrations as 
high as 150, 250 and 300 milligrams per cubic 
centimeter.?, Marked relief was reported which 
persisted three to four times longer than that in- 
duced with lesser concentrations. Some of these 
patients, however, experienced systemic effects 
with improvement extending to joints other than 
those injected. Still others obtained no greater 
benefit than that derived from injection of 100 
milligrams into the knee joint. Doses of 50 to 100 
milligrams® or ranging from 25 to 75 milligrams! 
have been separately found satisfactory for local 
injection in rheumatic disorders. From a practical 
standpoint, doses of 150 to 300 milligrams are con- 
sidered excessive and not necessarily more effective 
than moderate doses.1 A beneficial response to 
hydrocortisone must be accomplished within the 
boundaries of the more conventional and conserva- 
tive dose range. 
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When compared with hydrocortisone, the steroid 
analogue, triamcinolone acetonide, appears from 
clinical trial in almost 300 patients with rheumatic 
involvement of joint and muscle to elicit an equiva- 
lent or somewhat greater response in appreciably 
lower dosage.*-1° Good to excellent amelioration of 
symptoms was reported in 85.4 per cent of cases 
treated with 4 to 20 milligrams,’ in 98.5 per cent 
of cases treated with 2.5 to 10 milligram doses,® 
and in 74.3 per cent of cases where doses of 5 to 
50 milligrams were injected.’° At these levels, sys- 
temic corticosteroid effects were absent and, for 
all the anti-inflammatory potency exhibited by the 
compound, serious untoward reactions were not 
encountered. Where repeat injections were re- 
quired, these were administered at a frequency of 
from twice weekly to twice monthly® or at inter- 
vals of once weekly to once every two months.!° 
In the present investigation, the therapeutic efficacy 
of triamcinolone acetonide (Kenalog*) in mini- 
mum dosage of 2 to 10 milligrams was subject to 
further clinical examination. The preparation em- 
ployed for local instillation is a suspension contain- 
ing 10 milligrams of active agent per milliliter. The 
suspension was used for local injection therapy of 
commonly manifested rheumatic disorders in a 
series of patients seen in private practice. 


Materials and Method 


A group of 100 consecutive patients presenting 
symptoms of inflammatory involvement of joints, 
bursae or tendon sheaths received single injections 
of triamcinolone acetonide for prompt suppression 
of the locally active situation. Volumes of 0.2 to 
1.0 milliliter of the suspension delivering 2 to 10 
milligrams of the corticosteroid were instilled 
directly into joint spaces or introduced into extra- 
articular or other implicated areas. Diagnoses and 
distribution of patients are given in Table I. The 
clinical material is adequately representative of 
those conditions considered amenable to local 
injection therapy. Bursitis, “tennis elbow,” syno- 
vitis, tenosynovitis, tendonitis, epicondylitis, arth- 
ritis, coccygodynia, plantar fasciitis, and sprain 
constitute the prevalent joint and soft tissue dis- 
orders encountered and treated during this study. 

The technics for local injection of affected sites 
have been fairly well detailed.’® Intra-articular 
instillation is accomplished by means of relatively 
simple and standard procedure allowing for varia- 
tions in the anatomic approach specific to the joint 
under treatment. Aseptic precautions must be ob- 
served. A familiarity with structural features of 
the joint is desirable. The needle, 20-gauge or 
smaller in size, is inserted through skin and sub- 
cutaneous tissue and carefully guided into the joint 
space so that trauma to joint surfaces is avoided. 


*Kenalog® is a Squibb trade-mark. 
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A diagram or X ray may facilitate proper place- 
ment or cautious passive movement of the joint 
may indicate the opening. Once the joint capsule 
is entered there is less resistance to the advance of 
the needle. Where resistance to the needle is firm, 
it should be withdrawn slightly and advanced at a 
new angle. The needle is properly in place when a 
small quantity of air can be injected freely with- 
out resistance to pressure on the plunger or actual 
rebound. Aspiration permits a final check on 
needle penetration, establishing the successful cir- 
cumvention of blood vessels. 

A routine injection technic has been suggested 
for extraarticular use, particularly in bursitis. Ini- 
tially, a small intradermal wheal is formed with 
1 per cent procaine at the selected site of injection. 
Depending on the depth of penetration necessary, 
procaine is infiltrated slowly through a 20- or 
21-gauge needle, 1.5 or 2 inches long, in a straight 
line directed at the chosen bursal area. If the pres- 
ence of calcium deposits in or near the bursa has 
been demonstrated by X ray, an occasional suction 
pull on the plunger is indicated for the purpose of 
aspirating calcium. The recovery of calcium is evi- 
dence that an accurate injection is in progress. With 
the needle in place, repeated flushing and aspira- 
tion is carried out with about 2 milliliters of 0.5 
per cent procaine solution. Most of this is recov- 
ered and the milky aspirated fluid is discarded. The 
procedure is repeated until the procaine solution is 
returned reasonably clear. At this point, with the 
needle still in place, the corticosteroid is injected. 


Results of Treatment 

In this experience, triamcinolone acetonide pro- 
duced a high proportion of benefits when ad- 
ministered locally in remarkably low dosage. The 
degree of improvement given in Table I was eval- 
uated in accordance with reduction in swelling, 
stiffness and pain and increase in mobility as well 
as subjective expressions of relief from acute and 
distressing symptomatology. On this basis, thera- 
peutic response was found excellent in 85 (85%) 
cases, good in 9 (9%) cases, and fair in 1 (1% ) 
case. Five patients (5% ) showed no improvement 
with treatment. Palliative effects were achieved 
with as little as 2 milligrams of corticosteroid rep- 
resenting an injection volume of 0.2 milliliter. The 
small injection volume was of appreciable advan- 
tage in the intraarticular instillation of small joints 
such as finger joints and in the treatment of de 
Quervain’s disease and other forms of tenosyno- 
vitis. There appeared to be no doubt that benefits 
could be obtained with considerably lesser quan- 
tities of triamcinolone acetonide than recommended 
for hydrocortisone preparations. Although the 
usual range of peripheral joints accessible for 


local injection were treated, the dosage adminis- 
continued on next page 
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tered never exceeded 10 milligrams. 

As may be seen from the table, five patients 
failed to show an adequate clinical response and 
surgery was subsequently performed. These in- 
cluded 1 case of bursitis of the shoulder with calci- 
fication, one case of “tennis elbow,” one injury to 
a temporomandibular meniscus with synovitis of 
the jaw joint, one case of de Quervain’s disease 
and one case of coccygodynia. At the time of sur- 
gery, there was no evidence of the injected mate- 
rial remaining as a mass in the tissues. In previous 
experience with hydrocortisone, residue material 
was encountered at operation following the failure 
of local injection therapy. A foreign body residue 
was a frequent occurrence at the site of previous 
injection, and in particular, deposition of material 
was observed within the supraspinatus tendon and 
the extensor tendons at the elbow. The material 


RHODE ISLAND MEDICAL JOURNAL 


apparently was not absorbed and acted instead as 
a foreign body. This undesirable consequence of 
extra-articular injection was not encountered with 
triamcinolone acetonide in the five cases where 
surgical intervention proved necessary. 

There were no untoward reactions to triamcino- 
lone acetonide in this series and no systemic cor- 
ticosteroid effects were observed as a result of local 
injection. Where the drug was given by extraar- 
ticular injection, patients were warned of the pos- 
sibility of pain persisting as long as thirty-six 
hours. Pain, varying from mild discomfort to 
acute distress, is an anticipated outcome of the 
pressure exerted by local accumulation of injected 
material in an area of inflammation. The judicious 
administration of analgesics and the suggestion 
that an ice bag be placed to the affected area proved 
sufficient for amelioration of the immediate dis- 


TABLE I 
Treatment of Rheumatic Diseases 
By Local Injection of Triamcinolone Acetonide (Kenalog®) 


Type of Injection 


Degree of Response 


No. Intra- Extra- 
of Articu- Articu- Special Dose Excel- 
Diagnosis Pts. lar lar Areas (mgs.) lent Good Fair Poor 
Bursitis 
Shoulder 10 33 0 0 1 
Prepatella 5 2 0 0 0 
Olecranon Boe. 2 0 0 0 
Trochanter 10 3 0 0 0 
Tennis Elbow a 23 2-5 20 2 0 1 
Synovitis 
Knee, meniscus injury 10 0 0 
Temperomandibular, 
meniscus injury 6 5 5 0 0 1 
Ankle 1 00 gl. ree 5 0 1 0 0 
Tenosynovitis 
Flexor carpi ulnaris = 2 2-5 2 0 0 0 
de Quervain’s disease 2) 86 fe 2 2-5 1 0 0 1 
Tendonitis 
E picondylitis 
Elbow 2-5 3 0 0 0 
Arthritis 
Hypertrophic, knee 10 0 3 0 0 
Hypertrophic, inter- 
Traumatic, elbow 1 i, Soe See 5 1 0 0 0 
Traumatic, acromio- 
clavicular joint 1 A || 5 0 1 0 0 
Rheumatoid, knee 1 we eee 10 0 0 1 0 
Coccygodynia 2 0 0 1 
Plantar Fasciitis Bw =k ee 2 5 2 0 0 0 
Sprain 
Acromioclavicular joint 1 : es 5 1 0 0 0 
Totals 100 23 67 10 — 85 9 1 5 
(85.0%) (90%) (1.0%) (5.0%) 


ae 
if 
aes 


LOCAL INJECTION THERAPY OF RHEUMATIC DISEASES WITH A NEW SYNTHETIC 


tress. There were no occurrences of infection in 
100 cases and no other complications were 
encountered. 


Comment 

Local injection of corticosteroids is an approved 
therapeutic procedure in several situations experi- 
enced in the treatment of the commonly manifested 
rheumatic disorders. It is preferred therapy where 
systemic corticosteroids are contraindicated. More 
frequently, however, steroid injection is an impor- 
tant adjunctive measure. Locally active or more 
resistant joints and accessory soft tissue structures 
may be selectively treated with immediate benefit 
until a more gradual improvement is achieved with 
systemic medication. Local suppression of an acute 
process may help maintain the improvement in- 
duced by systemic treatment or permit maintenance 
with lower systemic dosage and presumably with 
less hazard of unwanted reactions. In addition, 
local injection therapy may contribute successfully 
to the limitation of deformity, promote an earlier 
and more satisfactory use of physical therapy and 
prove a valuable pre- or post-operative measure in 
orthopedic surgery. Delivery of a high level of anti- 
inflammatory activity directly to the implicated 
structure frequently induces a dramatic remission 
of pain, swelling and stiffness, usually within forty- 
eight hours. 

The local introduction of a therapeutic level of 
anti-inflammatory activity is qualified by anatomic 
considerations of joint capacity and area of internal 
synovial surface available for absorption of the 
corticosteroid. Accordingly, the compound furnish- 
ing the greatest potency in lowest dosage suspended 
in the smallest volume of vehicle is best suited to 
injection therapy. It is our impression that triam- 
cinolone acetonide is superior to hydrocortisone for 
this purpose. In our experience, doses of 2 to 10 
milligrams representing an injection volume of 0.2 
to 1.0 milliliter elicited a beneficial response in an 
impressively high proportion of patients treated. 
Moderate therapeutic dosage for hydrocortisone is 
placed at the relatively high level of 25 to 75 milli- 
grams.! It is also noteworthy that with triamcino- 
lone acetonide, given in doses of 2 to 10 milligrams, 
there was no evidence of injected material remain- 
ing as a foreign body residue in soft tissues in five 
cases which came to surgery. In previous experi- 
ence with hydrocortisone, residues of unabsorbed 
material acting as a foreign body were frequently 
found to be present in extraarticular tissue when 
operation proved necessary following clinical fail- 
ure of local therapy. 


SUMMARY 
1. Triamcinolone acetonide (Kenalog®) in doses 


of 2 to 10 milligrams was administered by local 
injection in 100 consecutive cases of inflammatory 
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involvement of joints, bursae or accessory soft tis- 
sue structures. Improvement with treatment was 
evaluated in terms of reduction or elimination of 
swelling, stiffness and pain leading to increased 
mobility. 

2. Benefits were observed in a high proportion 
of patients treated. Response was excellent in 85 
(85% ), good in 9 (9%), and fair in 1 (1%) of 
the cases. Five patients (5%) showed no improve- 
ment and subsequently came to surgery. 

3. At surgery, there was no evidence of a for- 
eign body residue at the site of previous injection. 
In earlier experience with hydrocortisone, residues 
of unabsorbed material remaining as a mass in soft 
tissues were frequently encountered when surgical 
intervention proved necessary. 

4. There were no untoward reactions to triam- 
cinolone acetonide in this series and no systemic 
corticosteroid effects were observed as a result of 
local injection. Varying degrees of pain experi- 
enced shortly after treatment yielded to the judi- 
cious use of analgesics and to the application of 
icebags to the affected area. 

5. Triamcinolone acetonide is a highly potent 
anti-inflammatory agent well suited to local injec- 
tion therapy in the commonly manifested rheuma- 
toid disorders. Worthwhile benefits are achieved 
with appreciably lower dosage and correspond- 
ingly less injection volume than required with 
hydrocortisone. Enhanced potency is not accom- 
panied by a greater propensity to produce un- 
wanted reactions. 
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RHODE ISLAND DEPARTMENT OF HEALTH 
PROVISIONAL VITAL STATISTICS 


January-June, 1960 


inners VITAL sTATISTICs for the first six 
months of 1960 are available from vital records 
filed currently during this period. The data for 
1959 are given also to obtain an indication of 
trends. This report gives the provisional numbers 
for events that occurred in Rhode Island regard- 
less of the place of residence. The rates are com- 
puted on an annual basis using a provisional popu- 
lation enumeration of 846,207, which was obtained 
from the Boston Regional Census Office. 


Births 
There were 9,140 live births recorded during the 


first six months of 1960 representing a decrease of 
2.5 per cent over last year’s total for this period. 
The provisional birth rate of 21.6 per 1,000 popula- 
tion was 2.7 per cent below the rate (22.2) for the 
first six months of 1959, 


Marriages 
The number of marriages recorded in the first 
half of 1960 (2,594) declined by 1.4 per cent when 
compared with this period of 1959 (2,630). The 
provisional marriage rate per 1,000 population was 
6.1, a decrease of 1.6 per cent from the rate of 6.2 
for this period of 1959. 


TABLE I 
Vital Statistics: Rhode Island, January-June, 1959 and 1960 
Number Rate 

Per Cent Per Cent 

Item 1960 1959 Change 1960 1959 Change 
*Live Births 9,140 9,378 —2.5 21.6 22.2 —2.7 
* Marriages 2,594 2,630 —14 6.1 6.2 
*Deaths 4,472 4,502 —0.7 10.6 10.6 0 
+Infant Deaths 205 220 —6.8 22.4 23.5 —47 
+Neonatal Deaths 153 169 —9.5 16.7 18.0 —7.2 
tFetal Deaths 244 161 +51.6 26.7 17-2 +-55.2 


*Rate per 1,000 population 
+Rate per 1,000 live births 


tIncludes fetal deaths of six months (26 weeks) or more in 1959, 20 weeks or more in 1960. 


Deaths 
There were 4,472 deaths recorded during the 
first half of 1960, a slight decrease from the 4,502 
deaths recorded during this period of 1959. The 
death rate was identical for both years—10.6 per 
1,000 population. 


Fetal Deaths 
The number of fetal deaths during the first half 
of 1960 is not comparable with 1959 because com- 
pulsory reporting of fetal deaths was lowered from 
26 weeks to 20 weeks on April 1, 1959. During the 
first six months of 1960 there were 244 fetal deaths 
recorded, giving a rate of 26.7 per 1,000 live births. 


Infant Deaths 

During the first half of this year 205 babies 
under one year of age lost their lives, compared 
with 220 in 1959. The 1960 infant mortality rate 
(22.4) was nearly 5 per cent lower than the rate 
of 23.5 obtained in 1959. The number and rate for 
neonatal deaths (under 28 days of age) decreased 
by greater proportions (Table I). 


Principal Causes of Death 
The first four causes of death are the same in 
1960 as in 1959. Influenza and pneumonia jumped 
from sixth place in 1959 to fifth in 1960. Diabetes 
mellitus rose from seventh rank in 1959 to sixth 
place in 1960, with the same rank as diseases of 
early infancy. 


: 
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TABLE II 


Deaths and Death Rates per 100,000 Population from Ten Principal 
Causes of Death: Rhode Island, January-June, 1959-1960 


1960 1959 

Causes of Death Number Rate Number Rate 
1. Diseases of heart 2,040 482.2 2,039 481.9 
2. Malignant neoplasms 795 187.9 790 186.7 
3. Vascular lesions 392 92.6 451 106.6 
4. Accidents 143 33.8 139 32.9 
5. Influenza and pneumonia 130 30.7 106 25.1 
6. Diabetes mellitus 122 28.8 87 20.6 
7. Diseases of early infancy 122 28.8 138 32.6 
8. General arteriosclerosis 65 15.4 59 13.9 
9. Other diseases of circulatory system we 13.5 62 14.7 
10. Cirrhosis of liver 55 13.0 58 V7. 


In Table III are shown the provisional numbers _ first six months of 1959 and 1960. 
of deaths from selected causes with rates for the 


TABLE III 


Provisional Numbers of Deaths from Selected Causes for the First 
Six Months of 1959 and 1960: Rhode Island 
(Excludes fetal deaths. Rates per 100,000 population except as noted ) 


Cause of Death 1960 1959 
(Seventh Revision of the International Lists, 1955) Number Rate Number Rate 
All Causes# 4,472 10.6 4,502 10.6 
Tuberculosis, all forms (001-019) 26 6.1 32 7.6 
Syphilis-and its sequelae (20-029) a 17, 
Dysentery, all forms (045-048) 2 0.5 2 0.5 
Scarlet fever and streptococcal sore throat (050, 051) nce 1 0.2 3 0.7 
Diphtheria (055) 1 OZ ws 
Acute poliomyelitis (080) 1 0.2 1 0.2 
Encephalitis (082) Z 0.5 1 0.2 
Infectious hepatitis (092) 4 0.9 4 0.9 
Malignant neoplasms (140-205) 795 187.9 790 186.7 
Diabetes mellitus (260) 122 28.8 87 20.6 
Meningitis, except meningococcal and tuberculous (340) 0... 5 1.2 4 0.9 
Cardiovascular-renal dis. (330-334, 400-468, 592-594) .o.ccccsssssuenene 2,633 622.3 2,674 632.0 
Vascular lesions (330-334) 392 92.6 451 106.6 
Rheumatic fever (400-402) 1 
Diseases of heart (410-443) 2,040 482.2 2,039 481.9 
Hypertension without mention of heart (444-447) o.com 48 11.3 34 8.0 
General arteriosclerosis (450) 65 15.4 59 13.9 
Other diseases of circulatory system (451-468) oocccccccommnnnnenen 57 13.5 62 14.7 
Chronic and unspecified nephritis (592-594) 30 a 29 6.9 
Influenza (480-483) 8 1.9 2 0.5 
Pneumonia (490-493) 122 28.8 104 24.6 
Bronchitis (500-502) 19 4.5 17 4.0 
Ulcer of stomach and duodenum (540, 541) 41 9.7 35 8.3 
Appendicitis (550-553) 1 0.2 5 12 
Hernia and intestinal obstruction (560, 561, 570) cscs 24 5.7 30 7.1 
Gastritis, enteritis, etc. (543, 571, 572) 8 1.9 14 3.3 
Cirrhosis of liver (581) 55 13.0 58 13.7 
Acute nephritis and Nephrosis (590, 591) 4 0.9 3 0.7 
Hyperplasia of prostate (610) 13 3.1 8 1.9 j 
Complications of pregnancy, childbirth, etc.* (640-689) 0... 4 44 2 21 j 
Congenital malformations (750-759) 48 11.3 50 11.8 
Certain diseases of early infancy (760-776) 12 28.8 138 32.6 
Symptoms, senility and ill-defined conditions (780-795) occ 6 1.4 9 21 
Accidents (800-962) 143 33.8 139 32.9 
Motor-vehicle accidents (810-835) 28 6.6 39 9.2 
All other accidents (800-802, 840-962) 115 24:2 100 - 23.6 | 
Suicide (963, 970-979) 20 4.7 33 78 ! 
Homicide (964, 980-985) Z 0.5 9 21 
#Rate per 1,000 population | 
*Rate per 10,000 live births | 
| 
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Editorials 


JOHN E. DONLEY, M.D. 


ie RECORDING the passing of its distinguished Editor-in-Chief and in dedicating this issue to him the 
JouRNAL voices the sentiments of the profession and the community when it says, “a great and a 
beloved physician has passed to his rest.”” Doctor Donley was not only a gentleman and a scholar, but 
he was also a man who could view his patients with compassion and understanding that not only endeared 
him to them but greatly enhanced the help which he could give them. The JouRNAL is proud of his career 
as a neuropsychiatrist, and of his attainments as a student of the classics and also of the honors that 
have been awarded him. Honorary degrees, from universities, his selection as the only Chapin Orator 
from Rhode Island, his citation by President Eisenhower’s Committee on National Employment of the 
Physically Handicapped for “outstanding services to the disabled,” all these things and many more make 
it clear that his attainments were appreciated. 


Although his outstanding qualities as a specialist in neuropsychiatry kept him extremely busy in private, 
hospital and consultation practice, nevertheless he always took an interest in the general affairs of his 
profession and his community. He had the qualifications of a leader and did not grudge the time and effort 
needed to make his leadership effective. As President of the Providence Medical Association and of the 
Rhode Island Medical Society, and in many other positions, he rendered distinguished service. This is 
particularly true of his work for over ten years as Chairman of the Publications Committee of this 
JoURNAL and since he became its Editor-in-Chief in 1956. 


Although he is no more its leader, the JouRNAL in its work will long feel the influence of his wisdom, 
his judgment, and his kindly spirit which will be a lasting inspiration to those who carry on in the years 
to come. 


WHEREAS Doctor Joun E. Don ey has served the medical profession of Rhode Island with 
great distinction throughout his lifetime, and 


WHEREAS he was President of the Providence Medical Association in 1931, and the Rhode Island 
Medical Society in 1936-37, and in 1954 he was named by the Society as its Charles Value Chapin 
Orator, and 


WHEREAS his services as Editor-in-Chief of the Ruope IsLanp MeEpicaL JouRNAL, after many 
years as an associate editor and as a member of the Publications Committee, has aided in making that 
publication one of the best edited medical journals of its kind, 


THEREFORE, Be It Resolved that this House of Delegates of the Rhode Island Medical Society, 
assembled in meeting on September 28, 1960, express its sorrow in the death of Doctor John E. Donley 
whose contributions to the Rhode Island medical profession, and to this Society have been so great. 


Unanimously Adopted by the House of Delegates of the Rhode 
Island Medical Society at its Meeting on September 28, 1960. 
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THE May issue of PusLic HEALTH Reports, 
Doctor Moriyama, chief of the Mortality Sec- 
tion, National Office of Vital Statistics, Public 
Health Service, reports that since 1950 the infant 
mortality rates not only for the United States but 
for many other countries as well have practically 
leveled off. 

His statistical data generally support the follow- 
ing conclusions : 

1. That infant mortality rates in the United 
States were declining at a steady pace (4.3 per 
cent per annum) until 1950 when the rate of de- 
crease dropped to 2 per cent per annum. Since 
1956 it would appear from available provisional 
data that the infant mortality rate is increasing. 

2. Certain individual states do not conform to 
the average rate change, and it would appear that 
this variability is due to the degree of urbanization 
present in these states. The more rural states still 
tend to show a declining mortality rate while the 
more urbanized states show the leveling-off effect 
of an actual increase in the infant mortality rate. 

3. Although the conclusion is not statistically 
incontrovertible, it would appear that the decline 
in mortality rates is due to the failure of further 
decreases in the number of deaths due to pneu- 
monia and influenza since about 1950. Since the 
neonatal death rate or infant deaths before twenty- 
eight days of life have remained relatively con- 
stant, the slowing down of the post-neonatal death 
rate or infant deaths between one and twelve 
months due primarily to pneumonia and influenza, 
a base line has been reached which cannot be im- 
proved upon with current means of therapy. Nu- 
merous deaths from pneumonia and influenza still 
occur, and there is evidence that the development 
of drug-resistant organisms may prevent further 
reduction of this cause of infant deaths. 

4. To effect any further drastic reduction of 
infant deaths, the basic and relatively unchanging 
neonatal death rate must be reduced by effectively 
combating deaths due to prematurity, post-natal 
asphyxia and atelectasis, hyaline membrane disease, 
birth injuries, and congenital malformations. 

As might be expected, Rhode Island has fol- 
lowed trends established by Doctor Moriyama for 
urban states. Our figures for infant mortality have 
shown a rapid decline from a rate of 72 per thou- 
sand live births in 1929 to a rate of 35.3 in 1944. 
In 1945 coincident with an increased civilian avail- 
ability of pencillin, the rate dropped precipitously 
to 28.2 and declined very slowly to about an aver- 
age of 24 until the year 1957. 


INFANT MORTALITY TRENDS 
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In 1958 the rate was only 21.2 but increased to 
23.2 in 1959. In 1959, however, we suspect that 
lowering the gestational age requirement for re- 
porting births may, in part, explain this rise since 
the major portion of the increase in infant mortality 
can be attributed to the larger numbers of neonatal 
deaths. The rates for the United States were 26.9 
and 26.4 for 1958 and 1959 respectively. 


In Rhode Island the neonatal death rate has 
remained fairly constant between 16.3 and 23 per 
thousand live births between the years 1946 and 
1958. In 1959 the neonatal death rate was 17.6 in 
Rhode Island and 19.1 in the United States. 


Review of the chief causes of death in Rhode 
Island shows close correlation with those of the 
United States as a whole. Prematurity led the list 
while postnatal asphyxia and atelectasis, congenital 
malformations, birth injury, pneumonia and in- 
fluenza, and hyaline membrane disease in this order 
accounted for the great bulk of the remaining 
causes of death. 

Doctor Moriyama’s report clearly defines for us 
the areas which remain as a challenge to medicine 
is the result of the pathological entities in their 
severest form, but there are much larger numbers 
of physically and mentally handicapped living in- 
dividuals who result from these processes in their 
mild to moderate forms. 

It is gratifying to know, therefore, that within 
our own state of Rhode Island as well as in other 
communities integrated studies are in progress to 
define more clearly effective points of attack on 
the major causes of infant mortality. 

Here in Rhode Island, for example, promising 
ideas are being developed and investigated toward 
effective treatment and prevention of hyaline mem- 
brane disease in the newborn. 


AN INDEPENDENT NEWSPAPER 


Our leading daily newspaper in Rhode Island 
prides itself on being “An Independent News- 
paper.”” Just what it means by independent is not 
always clear to its readers, possibly because there 
are several meanings attached to the word “inde- 
pendent.” We suspect the newspaper means that 
it is not controlled by others, and as such it is free 
and unrestricted in its published statements. If that 
is the case, it then has an important duty to itself 
and the community to be sure that it does not allow 
its self-reliance to assert itself to the detriment of 
the public. 


644 
= 
= 
: 
| 
ish 
1 a 


OCTOBER, 1960 


On August 3 the EventnG BULLETIN editors, 
in our opinion, allowed their “independent” think- 
ing to run a bit too freely, and in a way dangerous 
to the community’s health. On that date, with no 
explanation or comment as to the authenticity of 
the statements made in a letter to its editors, the 
BULLETIN published a letter reportedly written by 
a chiropractic physician, if we interpret the letters 
“p.c.” correctly after the writer’s name, in which 
the following statements were made: 

“The primary source of stress in the spine is a tip- 
ping to the anterior and inferior of the sacral base, 
with a subsequent tightening of both spinae erector 
groups of muscles, the anterior and posterior longi- 
tudinal ligaments and capsular ligaments. 

“Any person without this distortion is absolutely 
immune to polio (italics added). Therefore a little 
common sense applied in the home could stop this 
epidemic (of polio) in short order. If every mother 
would place her child on his tummy with a pillow or 
hassock under the hip bones, in such a way as to 
diminish the low back anterior curve, stress would 
lessen and polio would become a memory.” 


That any reputable newspaper would lend 
credence to this theory unsupported by any reliable 
medical testimony is almost unbelievable. That a 
newspaper would give space to such comments in 
the midst of a statewide polio epidemic in which 
the entire community, including the newspaper 
itself, was seeking to control polio through the 
only proved method, inoculation with an approved 
vaccine, is incredible! Does zeal for impartiality 
sanction irresponsibility in such a vital matter? 

Being an independent newspaper certainly 
doesn’t mean freedom to publish willy-nilly state- 
ments without comment when such statements are 
read by persons who trust the newspaper not to 
give them misleading information concerning their 
health. We hope and pray that no mother in Rhode 
Island will accept the free advice of the advocate 
of drugless healing given support through the 
state’s leading evening newspaper in the Evening 
Mail column of August 3. 

Prophylaxis by application of a vaccine approved 
by the United States Public Health Service—the 
Salk vaccine or any others that may subsequently 
be accepted—remains the most effective method of 
combatting poliomyelitis. 


POLITICAL PLANKS 


Medical Care for Aged 
REPUBLICAN — 
Promised program that 
would provide elderly 
persons needing it, on 
a sound fiscal basis and 
through a contributory 
system, protection 
against burdensome 
costs of health care. 
Aged would have op- 
tion of carrying private 
health insurance. For 
the aged unable to pay, 
federal government 
would make grants to 


* 


Government Finance 
REPUBLICAN — 
Promised efforts to 
make federal govern- 
ment live within its 
means by reducing un- 
essential expenditures 
and pledged to work 
for reduction of na- 
tional debt. Would re- 
sist efforts to weaken 
ability of Federal Re- 
serve System to control 
money and credit for 
the purpose of combat- 
ing both inflation and 
deflation. Predicted na- 
tional defense needs 
will continue to make 
enormous demands 
upon public revenues. 


states to help finance 
state programs. 


DEMOCRATIC — 
Pledged medical care 
benefits for the aged 
financed under the So- 
cial Security system. 
Rejected any proposal 
which would require 
the aged to submit to 
a means test to deter- 
mine eligibility for fed- 
eral aid. 
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DEMOCRATIC — 
Rejected the notion the 
nation cannot afford to 
meet welfare and re- 
lated needs of its people 
at home and in its 
world relationships. 
Expressed belief such 
needs can be met — ex- 
cept in periods of reces- 
sion or national emer- 
gency —with a balanced 
budget, with no in- 
crease in tax rates. 
Promised, however, to 
seek additional taxes 
should present levies 
prove inadequate. 
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T IS WELL KNOWN that the adrenal cortex tends 

to promote sodium conservation by the kidneys. 
The most potent sodium retaining hormone of the 
adrenal cortex is aldosterone. Lack of ability to 
secrete aldosterone explains the sodium depletion 
in untreated Addison’s disease. 

Clinical observations strongly suggest that aldo- 
sterone has a role in the cause and maintenance of 
edema in some pathological conditions of the heart, 
liver, and kidneys. There are various concepts 
explaining the causes of edema in the conditions 
mentioned. 

In congestive heart failure there is a reduction in 
glomerular filtration rate. Thus reduced amounts 
of sodium arrive at the renal tubules. This stimu- 
lates an increase of aldosterone secretion and con- 
sequently more complete reabsorption of sodium 
in the distal tubules. 


CONGESTIVE 
HEART FAILURE 


DEGREES OF No CONCENTRATION IN URINE 


Adrenalectomy in these patients is followed by 
prompt diuresis and loss of edema. 

Other mechanisms are incriminated in liver cir- 
rhosis. The impaired inactivation of the hormone 
by the damaged liver tissue may result in an in- 
crease of the amount of biologically active aldo- 
sterone in the blood and urine. 


There is a different explanation for the secon- 
dary hyperaldosteronism of the nephrotic syn- 
drome. It is known that the contraction of the 
extra-cellular fluid volume is a strong stimulus to 
aldosterone secretion and inversely its expansion 
inhibits the aldosterone production. 

In nephrosis the hypoproteinemia results in 
escape of fluids from the blood vessels to the 
extravascular compartment and the consequent 
hypovolemia might be responsible for the excess 
of aldosterone secretion. 

At present, we can only speculate on the reasons 
for the secondary hyperaldosteronism of the above- 
mentioned pathological conditions. Salt restriction 
in these patients is another contributory factor. 
Deprivation of sodium results in an excess aldo- 
sterone production. As a matter of fact, aldosterone 
does not cause edema by itself. It is only an acces- 
sory and contributory factor for edema formation. 

It is possible to break the chain leading to edema 
in various ways: 

First: By correcting the primary disturbance 
(for instance, improving the cardiac condition) ; 

Second: By inhibiting the biosynthesis of aldo- 
sterone within the adrenal cortex. An agent capable 
of doing this is Amphenone B (1, 2 bis. (P-Ami- 
nophenyl) — 2 methyl — 1 propanone dihydro- 
chloride). However, it is too toxic for long-term 
treatment and has a widespread inhibitory effect 
upon many adrenocortical hormones, which limits 
its clinical use. 

Third: By administering pharmacologic agents 
which interfere with the renal mechanisms for 
sodium reabsorption. All of the effective diuretics 
now in general use fall into this category. 

Fourth: By blocking the action of aldosterone 
in the renal tubules and inducing loss of sodium 
in the urine. 

Recently a series of new synthetic steroids have 
been produced which are reported to antagonize 
the renal effects of aldosterone and desoxy-cortico- 
sterone. Chemically they are characterized by hav- 
ing a spirolactone group on the 17th carbon atom 
of cyclopentenophenantrene ring and therefore 
called 17-spirolactosteroids. 

In the 17-spirolactosteroid X represents a methyl] 
group or an H atom which increases the potency of 
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17- SPIROLACTOSTEROID 


ALDOSTERONE 
Fig.2. 


the first several times. In Aldactone (G. D. Searle) 
there is an added thioacetyl group which enhances 
oral absorption and also increases the potency of 
the compound. The mechanism of the block is 
unknown, but the similar configuration of the 
molecules of aldosterone and spirolactone suggest 
that it acts by competition for receptor sites in 
target tissues. 

The pharmacological studies showed that the 
17-spirolactosteroids are not toxic (LD-50 in rats 
higher than 700 mg. per kg. of body weight), have 
no influence on body weight, hematocrit, CBC, 
carbohydrate metabolism or healing processes. The 
microscopic picture of parenchymatous organs 
(heart, kidneys, liver, adrenals, testes) is not 
affected by the spirolactosteroids. No increase in 
the glomerular filtration rate or effective renal 
plasma flow occurs. 

Several investigators have demonstrated aldo- 
sterone in the urine during spirolactosteroid admin- 
istration. This is a conclusive evidence that the 
synthesis of aldosterone is unchanged and even 
stimulated by the blocking effect of spirolactone. 
The metabolic fate of 17-spirolactosteroids, is un- 
known. The onset of diuretic activity is gradual, 
occurring six to eight hours after administration 
with increasing response over approximately the 
first three days. The diuretic effect is present for 
approximately forty-eight to seventy-two hours 
after the drug is discontinued. 

Spirolactone differs from other diuretics in that 
it is capable of producing an increased sodium 
excretion without potassium depletion. The effect 
on potassium loss by previously known diuretics 
may be explained by site of their action which is 
the proximal renal tubule. As a consequence an 
excessive exchange of sodium to potassium cations 
occurs in the distal tubule, stimulated by salt re- 
taining adrenal steroids. Spirolactone blocks the 
aldosterone action on the distal tubule and there- 
fore produces natriuresis without kaliuresis and 
does not lead to the common complication of 
hypoklemia. 

Taylor reported recently that in spirolactone- 
treated patients who were given potassium supple- 
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ments, weight loss was more rapid. The mechanism 
of this action is unexplained. 

The administration of 17-spirolactosteroids is 
associated with an increased urinary output of 
chlorides and phosphates. There is usually a mod- 
erate decrease in urinary ammonium and a very 
marked decrease in urinary hydrogen. 

When patients with edema or ascites are 
treated by using different diuretics the responses 
fell into three main groups: First group where 
mercurials and chlorthiazide produce an increase 
of sodium and chloride excretion with no change 
in potassium. Second group where the mentioned 
diuretics do not affect electrolyte excretion. Third 
group where the chlorides and potassium excretion 
rise and the excretion of sodium is insignificant. 
17-spirolactosteroids may be of little value in the 
first two groups but are of considerable value in 
the third group. They increase, by themselves, the 
sodium excretion and when given with chlor- 
thiazide they always greatly reduce the potassium 
loss and increase the sodium excretion very 
markedly. The action of these two drugs is not 
only a summation but a true synergistic potentia- 
tion. 17-spirolactosteroids are of special value in 
cases refractory to other diuretics. 

The present report concerns the use of a 
17-spirolactosteroid (Aldactone) in a nephrotic 
syndrome and in congestive heart failure with 
cardiac cirrhosis of the liver resistant to ordinary 
therapy. 


Case Report 


B. J., a twenty-four-year-old negro male was 
admitted to the hospital with increasing edema of 
the face, eyes, scrotum, lumbosacral area and lower 
abdominal wall. Patient claimed that six months 
prior to admission he was treated for backache with 
heat treatment. One week before entrance to the 
hospital he had a cold and sore throat. He received 
a penicillin injection and a day prior to admission 
became edematous. His systems review was not 
remarkable and past history not contributory. On 
physical examination the most notable positive 
finding was a pitting edema 2+ as described above. 
Patient had multiple carious teeth. The heart ap- 
peared slightly enlarged. The point of maximal 
impulse was 2 cm. anterior to the left anterior axil- 
lary line. A systolic thrill was present and Grade 
III-IV harsh systolic murmur was audible over 
the apex and the aortic area and P2 was accentu- 
ated. The costovertebral angle area was tender 
bilaterally. Blood pressure 145/75 and pulse rate 
72/min. 

Laboratory data: Albuminuria of 3 to 4-++ was 
present throughout patient’s hospitalization, 0-4 
WBC and occasional RBC were seen in the urinary 


sediment. Many hyaline and granular casts were 
continued on next page 
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seen, specific gravity varied from 1.010 to 1.028. 

The hemoglobin level and complete blood count 
were within normal limits, cholesterol was 389 
mg.%. The fasting blood sugar was 94 mg.%, urea 
nitrogen 13.6 mg.%, creatinine 1.8 mg%. The total 
protein in blood serum 3.8 gm.%—3.5 gm.%. Al- 
bumin limits were 0.9—1.3 gm.%, globulins 2.4— 
2.6 gm.%. Electrophoresis was consistent with the 
decrease of albumin and increase of alpha 2 and 
beta globulins. The gamma globulins were slightly 
diminished. Electrolytes were normal, NA—134 
mEq/L, K—4.4 mEq/L, CL—100 mEq/L. Other 
lab. data showed VDRL—negative, antistreptoly- 
sin titer 200 Todds units (repeated twice), urine 
culture negative. Throat culture gave a growth of 
streptococcus viridans and neisseria. Sediment rate 
30 mm/hr, C-reactive protein-negative. The inor- 
ganic phosphorus 4.2 mg.% and calcium 9.0 mg.%. 
The chest X ray and complete gastro-intestine 
series were negative. Blood pressure—145/90, 
pulse—70 per minute. 

The patient weighed 190 Ibs. on admittance. He 
was treated with multivitamins and vitamin C and 
diuretics as illustrated (Table 1). The sixth day of 
hospitalization, the patient was administered 40 
mg. of prednisone and penicillin and 12 lb. weight 
loss was observed during the next two weeks. The 
patient became refractory to this treatment but was 
continued for another seven days on prednisone. 
For the next five days patient received no therapy 
and made little response. 

Chlorthiazide, 1000 mg. daily was added on the 
thirtieth day and made only slight response, 4 Ibs. 
in four days and the patient remained edematous. 
Aldactone 400 mg. daily was added with spectac- 
ular results. The patient lost 11 Ibs. in five days. 
To verify that this was due to the 17-spirolacto- 
steroid, we omitted the drug. The patient main- 
tained effective diuresis for the next seventy-two 
hours, then became edematous with resultant rapid 
weight gain. Aldactone was again added to the 
chlorthiazide and again a remarkable diuresis was 
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noted which continued for seventy-two hours after 
the aldactone was stopped. Electrolytes were 
checked the day after aldactone was omitted and 
no change noted, NA—136 mEq/L, K—44 
mEq/L Chlorides 100 mEq/L. The patient was 
discharged on the fifty-fourth day edema free to 
be followed by out-patient clinic. 


Second Case 


A fifty-four-year-old white male, well known 
from several previous admissions to this hospital 
to have rheumatic heart disease, mitral insuffi- 
ciency, congestive heart failure. Last discharge 
four months ago with improvement of his heart 
failure. He had been followed by out-patient de- 
partment and was receiving digoxin 0.25 mg. twice 
daily and 100 mg. of hydrochlorthiazide. 

Two weeks prior to this admission he again 
became increasingly edematous with cyanosis, 
shortness of breath and abdominal distention. He 
was admitted with severe distress and dyspnea. 
Pitting edema, grade 4, and pronounced cyanosis 
of the extremities, cheeks, lips, etc., was noted. The 
skin showed a grayish-yellow tinge. Percussion of 
chest revealed bilateral dullness 3 finger breadths 
below the inferior scapular angles. Upon ausculta- 
tion midsized, moist rales scattered throughout 
lung fields were audible. The heart was enlarged 
to left about 4 cm. from the mid-clavicular line. 
There was a complete arrhythmia, a systolic mur- 
mur, Grade II, over the apex radiating to the axilla 
with a cardiac rate 104 per minute and peripheral 
pulse deficit 10-15 per minute. The pulmonary 
second sound was accentuated and the blood pres- 
sure was 140/95. The abdomen was distended with 
signs of free fluid in the peritoneal cavity. The liver 
was felt 3 finger breadths below the coastal margin. 
The skin of the lower extremities showed a pur- 
plish-blue discoloration and an indurative 4+ 
edema. Laboratory data revealed free bilirubin 1.4 
mg. and total 1.7 mg. Alkaline phosphatase 14.2 
Bodansky units. Serum proteins 5 gm.% with A/G 
ratio 2.4/2/6. The blood urea nitrogen and creati- 
nine were normal. 

The chest X ray and fluoroscopy revealed a 
markedly enlarged cardiac silhouette and 3+ en- 
largement of left auricle, evidence of cardiac 
decompensation in the lungs. In conclusion, the 
X-ray study was indicative of mitral insufficiency 
and suggesting a superimposed aortic disease. The 
electrocardiogram showed auricular fibrillation 
with ventricular response 80-90 per minute, and 
signs of digitalis effect. Patient obviously had rheu- 
matic heart disease, chronic congestive failure and 
cardiac pseudocirrhosis of the liver. 

Soon after admission abdominal paracenthesis 
was performed and 4.8 liters of yellow-brownish 
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concluded from page 648 
of digoxin and diuril and intermittent thiomerin, 
no loss of weight could be achieved and the ascitic 
fluid began to accumulate again. 

Patient now had resisted all usual diuretic ther- 
apy and on the fifteenth day we discontinued pre- 
vious diuretics and started aldactone 400 mg. daily. 
There was no response and the urinary output in 
fact decreased. The patient’s condition deteriorated 
and the second night on this regime 2 c.c. of mercu- 
hydrin was injected. Aldactone was continued for 
three days as the sole diuretic agent with no sig- 
nificant urinary response or weight loss. A second 
paracenthesis was performed and 1750 ml. of ascitic 
fluid removed. Chlorthiazide, 1000 mg. daily, was 
added to the aldactone with a marked weight loss 
and improvement of the edema and dyspnea, with- 
out significant accumulation of ascitic fluid. Weight 
loss continued despite the discontinuance of salt 
restriction because of the low serum sodium 
(Na 130 ME/L). Aldactone did not increase the 
extracellular sodium deficit, or serum potassium 
level. No side effects were noticed and patient was 
discharged six days later with improvement of 
failure. 
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We presented two cases with severe and refrac- 
tory edema, one with the nephrotic syndrome and 
the other with congestive cardiac failure, hepatic 
cirrhosis and ascites and hydrothorax. It is diffi- 
cult, on the basis of two patients to draw general 
conclusions. It seems, however, that 17-spirolacto- 
steroids are and will be useful in cases refractory 
to other diuretics. The spirolactone by itself may 
be unable to produce adequate diuresis but it 
appears to be a very good adjuvant when used 
with another conventional diuretic. The spirolac- 
tone acts as an aldosterone antagonist augmenting 
the sodium excretion while diminishing the potas- 
sium depletion of usual diuretics. 
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A.M.A. INTERIM SESSION AT WASHINGTON 


TO FEATURE TOP SCIENTIFIC PROGRAM 


HE FOURTEENTH CLINICAL MEETING of the 

American Medical Association in Washington, 
November 28-December 1, will offer a_ well- 
rounded, stimulating scientific program designed 
to interest both family physicians and specialists. 
The symposia, presentations, and discussions will 
stress the theme, New Developments in Old Dis- 
eases and Old Developments in New Diseases. 

Participants will include proponents of both sides 
where different views exist on the management of 
a disease or medical condition. For example, should 
tonsils be removed when mildly involved or only 
when they are badly diseased ? 

The patient’s side will also be heard on one sym- 
posium. Clarence B. Randall, an industrialist and 
special assistant to President Eisenhower, will talk 
on coronary disease from the patient’s viewpoint. 
Other participants and their topics on this panel 
are: 

A. CARLTON ERNSTENE, Moderator, Cleveland, 

Ohio 

Tuomas W. Marttincty, Washington, D. C. 
Can Coronary Patients be Predicted by Clinical 
or Physiologic Measurements? 

DonaLp S. Bethesda, Maryland 
Fat Metabolism as a Background to the Devel- 
opment of Coronary Atherosclerotic Disease 

Victor A. McKusick, Baltimore, Maryland 
Genetic Background of Patients with Coronary 
Vascular Disease 

EvGene A. Steap, Jr., Durham, North Carolina 
Management of the Dietary and Psychologic 
Problems of the Patient with Coronary Disease 


The Problem of Management of Nodules, always 
perplexing for both the specialist and the family 
physician, will be discussed by three panels con- 
cerned with breast nodules, the solitary pulmonary 
nodule, and nodules of the neck. 

Another panel will discuss Recent Advances of 
the Use of Antibiotics and Steroids, and additional 
symposia will cover areas in obstetrics-gynecology, 
pediatrics, edema, cirrhosis and liver diseases, renal 
problems, osteoporosis, thyrotoxicosis, eye prob- 
lems, orthopedic surgery and trauma, clinical nutri- 
tion and bronchopulmonic disease. 

Outstanding physicians and research scientists 
from throughout the nation will conduct the scien- 
tific program, and the timetable of discussions has 


been arranged so that physicians may attend the 
maximum number of sessions and participate in 
discussions in the particular fields in which they are 
most interested. 

All the scientific sessions will be held at the Dis- 
trict of Columbia National Guard Armory. Start- 
ing at 9:30 a. m., Monday, November 28, and run- 
ning until 11:30 a.m., Thursday, December 1, three 
sections in both morning and afternoon will be held 
simultaneously in separate rooms at the Armory. 
One section will be devoted to presentations of 
formal papers, another to panel discussions, and 
the third will be a symposium, all of which have 
question-and-answer periods. 

Another important and integral part of the clin- 
ical meeting will be the Scientific Exhibit which 
will contain approximately 125 exhibits in the 
Armory. Many of these will relate to such specific 
subjects as cardiovascular conditions, arthritis and 
rheumatism, and cancer. Others will be grouped 
into rather broad areas such as neurology and psy- 
chiatry, pediatrics, orthopedics, dermatology, drug 
therapy, surgery, ophthalmology and otolaryngol- 
ogy, obstetrics and gynecology, and laboratory and 
clinical investigation. Special demonstration exhib- 
its on fractures and problems in delivery will also 
be included. 

Over 100 exhibits will make up the Industrial 
Exhibition, also in the Armory, where the products, 
services, and aids provided by industry to physi- 
cians and their patients will be on display and 
staffed by competent and knowledgeable attendants. 

Medical motion pictures will be shown at the 
Armory, as well as closed color television show- 
ings originating in Georgetown University Hos- 
pital. Six one-hour TV presentations will be 
devoted to dermatology, pediatrics, emergency 
treatment of major injuries, newer methods of 
surgical treatment of peptic ulcer, orthopedics and 
pathology. 

Three scientific breakfasts will be held on both 
Tuesday and Wednesday at the Statler Hotel with 
the themes of To Do or Not To Do and Problems 
of Management in particular diseases or types of 
cases. 

The entire scientific program of the Clinical 
meeting appears in the October 22 issue of the 
JoURNAL OF THE AMERICAN MepIcaL Asso- 
CIATION. 
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and acts as a demulcent.’** Through its effects, all four 
expectorants promote the natural purpose of the cough, 
which is to remove the irritants that cause it.’” 


In addition, the Robins antitussive armamentarium 
provides a choice of widely accepted drugs in various 
combinations with glyceryl guaiacolate for treating 
different kinds of coughs and associated symptoms. For 
antihistaminic effects, there is Dimetane® or prophen- 
pyridamine; for bronchodilation and nasal deconges- 
tion, there are sympathomimetic agents; and for 
suppression of the “too frequent” cough, there is 
codeine or dihydrocodeinone. 


References: 1, Cass, L. J., and Frederik, W. S.: Am. Pract. & Digest Treat. 2:844, 1951. 2. 
Blanchard, K., and Ford, R. A.: Journal-Lancet 74:443, 1954. 3. Hayes, E. W., and Jacobs, L. S.: 
Dis. Chest 30:441, 1956. 4. Blanchard, K., and Ford, R. A.: Rocky Mountain M. J., Vol. 52, 


Robitussin: 


Each teaspoonful contains: 
Glyceryl guaiacolate...... 


Robitussin A-C 


Each teaspoonful contains: 


100 mg. 


Glyceryl guaiacolate 100 mg. 
Prophenpyridamine maleate... 7.5 mg. 
Codeine phosphate .........cmscsnen 10 mg. 


(exempt narcotic) 


Dimetane’ © 
Expectorant 


Each teaspoonful contains: 
Parabromdylamine maleate 


(DIMETANE) 2 mg. 
Glyceryl 100 mg. 
Phenylephrine HCl, USP.......... 5 mg. 
Phenylpropanolamine HCl, 

NNR 5 mg. 


Dimetane® 
Expectorant-DC 


Each teaspoonful contains the 
Dimetane Expectorant for- 
mula plus Dihydrocodeinone 
1.8 mg. 


(exempt narcotic) 


No. 3, 1955. 5. Boyd, E. M., and Pearson: Am. J. M. Sc. 211: 602, 1946. A.H. ROBINS COMPANY, INC., RICHMOND 20, VIRGINIA 


The extra-firm mattress 
selected by over 9,000 doctors 
for their own use 


Assures both preventive and corrective support—used in 
more American homes than any other special design 


Sealy Posturepedic is the first mattress designed in cooperation 
with leading orthopedic surgeons to promote normal, healthful 
sleep among all persons. 


As a “corrective device’ it serves those chronically afflicted with 
lower back syndromes. As a preventive measure Sealy Posturepedic 
brings deep spring buoyancy without bedboard hardness to every- 
one—plus the concomitant blessings of unexcelled comfort and 
extra-firm support. 


These are basic to good health. The therapeutic value of restful 
sleep is especially recognized during these tense and anxious days. 
Sealy Posturepedic eminently meets this need by supplying level 
spine support for proper relaxation of the limbs and human mus- 
culatory system. 


Over 9,000 doctors of medicine have tried and bought the Sealy 
Posturepedic mattress and matching foundation for their own use. 
We believe your investigation will firmly convince you of its dis- 
tinctive benefits, and, we would hope, merit your valued recom- 
mendation. 


Sealy POSTUREPEDIC’ 


NO MORNING 
BACKACHE 
from a too-soft mattress 


PROFESSIONAL DISCOUNT OF $39.00 


So that you may judge the quality of the Sealy Posturepedic for yourself, 
we offer’ a special Professional Discount on this mattress and foundation 
when purchased for your personal use. Limit—one full or two twin size sets. 


SEALY MATTRESS COMPANY ¢ Oakville, Conn. 


Enclosed is my check and letterhead. Please ship the Sealy Posturepedic Set(s) 
indicated below: 


1 Full Size [J 1 Twin Size J 2 Twin Size [J 
RETAIL PROFESSIONAL 
Posturepedic Mattress each $79.50 (add state tax) $60.00 
Posturepedic Foundation each $79.50 (add state tax) $60.00 


NAME. 
RESIDENCE 
CITY. 


ZONE. STATE 


(This is a saving of $39.00 per set over the regular $159.00 retail price 
for mattress and matching foundation) ©Sealy, Inc., 195° 
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Maximal Absor, ption COMPARATIVE ORAL SERUM LEVELS” 
Acid stable, highly soluble Fasting and Non-Fasting States / 250 Mg. Dose 


Maximal Blood Levels 
Maximal Flexibility 


May be administered without regard to meals. 
However, highest absorption is achieved 
when taken just before or between meals. 


Maximal Oral Indications 


Indicated in infections caused by 
streptococci, pneumococci, susceptible 
staphylococci, and gonococci 


AVERAGE SERUM LEVELS Mcg./Mi. 


*Based on 3294 individual serum antibiotic deter- 
DOSAGE: For moderately severe conditions, 125 to 250 minations. Complete details available on request. 
mg. three times daily. For more severe conditions, 500 
mg. as often as every four hours around the clock. ? i eae 
MAXIPEN, the orally maximal penicillin, 
NOTE: To date, MAXIPEN has not shown less allergic is a triumph of man over molecule; a 


reactions than older oral penicillins. Usual precautions 
regarding penicillin administration should be observed. 


SUPPLIED: MAXIPEN TABLETS, scored, 125 mg. (200,000 
units), bottles of 36; 250 mg. (400,000 units), bottles of 

24 and 100 tablets. MAXIPEN FOR ORAL SOLUTION; re- New York 17, N. Y. 

constituted each 5 cc. contains 125 mg. (200,000 units), Division, Chas. Pfizer & Co., Inc. 
in 60 cc. bottles. Science for the World’s Well-Being 
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Department Store Creates Medical 
School Scholarship Fund 

A Cleveland department store has set up a fund 
of $100,000 for the School of Medicine at Western 
Reserve University, President John S. Millis an- 
nounced recently. 

The Higbee Company, headed by John P. 
Murphy, is celebrating one hundred years in Cleve- 
land and has created the Higbee Centennial Loan 
Fund to aid deserving medical students with loans 
and scholarships. An annual contribution of 
$10,000 for ten years will aggregate $100,000. 

Doctor John L. Caughey, Jr., associate dean of 
the School of Medicine, announced that the first 
loans from the fund will be made to Western Re- 
serve medical students this fall. 

The loans will be made on a long-term basis with 
repayment not required until the student completes 
his medical training. No interest will be charged 
until repayment begins. 

The medical school official said the loan fund 
will meet a growing need for aid among medical 
students. At present, he said, nearly one third of 
all tuition to the medical school is in the form of 
loans. 


Men Top Women in Ulcers, 3 To 1 

More than 2.4 million Americans have ulcers, 
and nearly three times as many men have ulcers as 
do women, the Health Insurance Institute reported 
recently. 

Some 1,771,000 men have some form of peptic 
ulcer, including gastric, duodenal, and gastroje- 
junal ulcers, compared to 669,000 women, the Insti- 
tute said in reporting for the first time data from 
the U. S. National Health Survey on the preva- 
lence of ulcers. 

Reports indicate, said the Institute, that ulcers 
are four times as common among Americans now 
as they were in the 1930’s. 

A National Health Survey in 1935-36 showed 
that less than three out of every 1,000 persons in 
the population had an ulcer. The latest survey, cov- 


ering the 1957-59 period, disclosed that 14 out of 
every 1,000 persons in the civilian population were 
so afflicted. However, this seeming quadrupling of 
the ulcer rate has been attributed in part to more 
accurate methods of diagnosis through wider use 
of X-ray equipment. 

Other statistics, said the Institute, strengthen 
the impression that the prevalence rate of ulcers 
has quadrupled. Over a 20-year span, the rate of 
hospital admissions for ulcers has grown from .4 
admissions per 1,000 persons per year to 1.7. 


Surgeon General Announces Plans for 
Division of Occupational Health 

The strengthening of the Public Health Serv- 
ice’s nation-wide program to protect the health of 
American workers through the creation of a new 
Division of Occupational Health was announced 
recently by the Surgeon General. 

The new Division, which replaces the Occupa- 
tional Health Program, follows the recommenda- 
tion of the Study Group on Mission and Organi- 
zation of the Public Health Service, designed to 
place greater emphasis on all types of environ- 
mental health hazards. It provides for “long- 
needed increased efforts” in the occupational 
health field as recommended to the Surgeon Gen- 
eral by the Study Group. Doctor Harold J. Mag- 
nuson has been named chief of the new Division. 

To keep pace with a changing technology and 
multiplying hazards in the work environment, the 
Division will carry out an expanded research pro- 
gram directed at developing better techniques, ma- 
terials, and equipment for use in the prevention, 
diagnosis, and treatment of occupational disease. 
Major research efforts will be intensified in toxi- 
cology and in related fields of clinical medicine, 
engineering, chemistry, and physics. In addition, 
the physiological and psychological factors in the 
work environment will come under more penetrat- 
ing study. 

Greater emphasis will also be focused on the 


training of personnel in occupational medicine 
continued on page 658 


y 
/ 
i! 
bh 
‘ 
ae 


OCTOBER, 1960 


for bacterial pneumonias 


The Original Tetracycline Phosphate Complex U.S. PAT. NO. 2,792,609 


effective control of pathogens...with an unsurpassed record of safety and tolerance 


SUPPLY: TETREX Capsules—tetracycline phosphate 

complex—each equivalent to 250 mg. tetracycline HCl 
BRISTOL LABORATORIES, SYRACUSE, NEW YORK 

TETREX Syrup—tetracycline (ammonium polyphosphate 

buffered) syrup—equivalent to 125 mg. tetracycline HCI 

activity per 5 ml. teaspoonful. Bottles of 2 fl. 0z. and 1 pint. 
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continued from page 656 
and nursing and in industrial hygiene to meet the 
needs of this rapidly growing field. The Division 
will work with academic institutions and other 
groups to help develop the necessary professional 
resources. 

A third area of major expansion is in state aid 
services, designed to support and assist official 
agencies in the development and operation of occu- 
pational health programs throughout the nation. 

The Division will also be responsible for stimu- 
lating effective community and industrial efforts 
to supply occupational health services. 


Project Hope Launched by 
Pharmaceutical Manufacturers 

Fifty-two of the nation’s leading prescription 
drug manufacturers have contributed in excess of 
$720,000 in products and cash to Project HOPE, 
according to Doctor William B. Walsh, president 
of the People -to- People Health Foundations, 
sponsor of the Project. Over $100,000 of the com- 
panies’ contributions were in cash. Product values 
were computed according to manufacturers’ whole- 
sale prices. 


hearing improved... 
tinnitus 
and vertigo 
relieved in 
circulatory disturbances 
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The donations, co-ordinated by the Pharma- 
ceutical Manufacturers Association, came from 
P.M.A. member companies. 

A part of President Eisenhower’s People-to- 
People program, Project HOPE sent a 15,000 ton 
hospital ship, the SS Hope I, to Southeast Asia on 
September 22. Staffed with American doctors, 
nurses, and medical technicians, the floating med- 
ical center will bring modern medical knowledge 
and techniques to the medical and health profes- 
sions of newly developing countries throughout 
the world. 


Government Health Workers Increasing 


One out of every ten civilian government em- 
ployees is a health or hospital worker, the Health 
Insurance Institute said recently. 

There were 8.5 million civilian public employees 
in October, 1959, said the Institute in its analysis 
of government employment statistics. Of this total, 
2.4 million were federal workers and 6.1 million 
were employees of state or local governments. 

Some 168,000 federal employees, 319,000 state 
and 334,000 local government workers were em- 
ployed in the health or hospital fields for a total 
of 821,000 persons. Federal health workers are 


inner ear’ 


® 
brand of nylindrin 
hydrochloride N.N.D. 


effective in twice as many patients 

In patients with disturbances of the inner ear— impaired 
hearing, tinnitus or vertigo — Arlidin produced remission 
of their chief complaint in over 50% of cases. Rubin and 


Anderson state ‘‘we were very much encouraged, inasmuch as 


no other vasodilator that we have used has ever achieved 
more than a 25 per cent response.”’ 


“significant hearing improvement’’ 
was obtained in 32 of the 75 patients studied. 


rationale: 

- The clinicians note that impairment in hearing, 
disturbance in balance, and tinnitus involving the 
inner ear ‘‘may be explained on the basis of 
labyrinthine artery insufficiency’’ due to spasm 
or obstruction of the vessels. Arlidin was found 
to be “‘superior to all other vasodilating 
measures” in increasing blood flow through 
these vessels and in allaying spasm. 
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defined by the Bureau of the Census as those em- 
ployed by the Public Health Service or the Food 
and Drug Administration, while health workers 
on other levels of government are engaged in pub- 
lic health administration, research, nursing, immu- 
nization, clinics and other health activities. 

These workers were paid $250 million in wages 
in the month of October, 1959, which comprised 
eight per cent of the total civilian payroll of all 
governments for the month, $3.1 billion. 

Over a five-year period, the number of health 
and hospital workers has been increasing at a more 
rapid pace than the growth in the total number of 
government employees, declared the Institute. 

From October, 1954, to the same month in 1959, 
the total number of public employees increased 17 
per cent, from 7.2 million to 8.5 million. Over the 
same period, the number of health and _ hospital 
workers climbed 24 per cent, from 662,000 to 
821,000. 

Almost all of the latter growth was among state 
and local government employees. Federal health 
and hospital employment increased a little more 
than one per cent, from 166,000 to 168,000 work- 
ers, while state and local employees increased 32 
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per cent, from 496,000 to 653,000, the Institute 
said. 

On a state level, New York is high and Alaska 
is low in terms of the proportion of health and 
hospital workers per 10,000 population in the state. 
New York has 62 such workers per 10,000 resi- 
dents, Alaska 16. 


Disaster Medical Care Conference Planned 

The “father of the H-bomb,” Edward Teller, 
Pu.D., will head a list of prominent speakers at 
the eleventh annual County Medical Societies 
Disaster Medical Care Conference in Chicago, 
November 4-6. 

The three-day meeting is sponsored by the 
American Medical Association’s Council on Na- 
tional Security and will be held at the Palmer 
House. 

Conference highlight will be a presentation by 
the newly formed Division of Health Mobilization 
of the United States Public Health Service which 
will outline a program of objectives and activities 
for preparing the nation to meet the health needs of 
the civilian population in the event of a national 
disaster. 


continued on next page 
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Arlidin is available in 6 mg. score 
tablets, and 5 mg. per cc. parenteral solutio: 


Bini 


Protected by U. S. Patent Number: 
2,661,372 and 2,661,37 


1. Rubin, W., and Anderson, J. R.: Angiology 9:256, 195: 
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Surgical Benefits are Climbing 

The American public received more than a half- 
billion dollars in benefits from insurance companies 
during 1959 to help pay for the cost of surgery, 
the Health Insurance Institute reported recently. 
The $512,000,000 in surgical benefits was an in- 
crease of nine per cent over the $470,000,000 paid 
out by insurance companies in 1958 to persons cov- 
ered by surgical expense insurance, or by major 
medical expense insurance that provides benefits 
for operative procedures, said the Institute. 

At the end of 1959, more than 72 million persons 
had surgical expense insurance through insurance 
companies. Blue Cross—Blue Shield and similar 
groups covered nearly 49 million persons for sur- 
gery and other health care groups protected 5.8 
million. After deducting persons protected by more 
than one type of insuring organization, there was a 
net total of 116.9 million persons with surgical 
insurance, compared to 111.4 million persons a 
year earlier. 

Nearly 128 million persons had hospital insur- 
ance at the end of 1959 which means, said the 
Institute, that more than 90 per cent of persons 
with health insurance have both hospital and sur- 
gical insurance. 

Both the number of persons covered by insur- 


Fuller 


Wlemarial Sanitarium 


Located on Rt. 1 
South Attleboro, Massachusetts 


A modern non-profit hospital for the care and treatment of 
nervous and emotional disorders as well as long term geriatric 
problems. 


Physical, neurological, psychiatric and psychological exam- 
inations. 


Modern recognized psychiatric therapies. 


A pleasant homelike atmosphere in a beautiful and conven- 
iently located institution. 


L. A. Senseman, M.D., F.A.P.A., Medical Director 
Edwin Dunlop, M.D. Michael G. Touloumtzis, M.A. 
Oliver S. Lindberg, M.D. William H. Dunn, M.S.W. 

Birtis Ingersoll, M.D. 


Referred patients are seen daily (except Saturdays) 9-12 A.M., 
and by appointment. 
R. |. Blue Cross Benefits Tel. Southgate 1-8500 
Special Rates for Long-Term Care 
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ance company surgical policies and the amount of 
surgical benefits paid by insurance companies are 
increasing steadily, with the growth in benefits out- 
pacing the climb in coverage, the Institute said. 

Coverage increased from 69 million in 1958 to 
72 million in 1959, a boost of 4.5 per cent, while 
benefits increased nine per cent in the same period. 

A comparison of a longer period, from 1956 to 
1959, shows that surgical benefits increased nearly 
three times as fast as the number of persons cov- 
ered by surgical insurance, said the Institute. 

In the three years, the coverage went from 63 
million to 72 million, an increase of 14.7 per cent, 
while benefits climbed from $369 million to $512 
million for an increase of 38.8 per cent. 


More Nurses Than Ever, 
But Supply Still Inadequate 

There are more nurses in this country now than 
ever before, but the supply is still inadequate to 
meet present needs, according to a recent issue of 
PATTERNS OF DisEASE, prepared by Parke, Davis 
& Company for the medical profession. 

“Of the professional members of the health 
team, nurses have made the largest gain in numbers 
since 1900,” PATTERNS reports. 

In this period extending from 1900 to 1957, the 
ratio of nurses to doctors increased almost 200-fold 
—from 1 nurse per 100 physicians in 1900 to 194 
nurses in 1957. In this same period, the ratio of 
dentists to doctors increased by slightly more than 
one-half (from 24 to 37 dentists per 100 physi- 
cians) ; and of pharmacists and other members of 
the health team slightly more than 3 times (from 
35 to 114). 

However, “although the number of professional 
nurses has increased 214 times since 1920, still 
more are needed to meet present demand,” Part- 
TERNS asserts. “Positions are unfilled, wards close 
for lack of nurses, and many countries lack a public 
health nurse.” 

In 1958, for instance, about 11% of full-time 
nursing positions in hospitals were vacant, the pub- 
lication states. Further, “individual hospitals may 
find the situation more critical.”” Thus, one large 
city has reported that “only 42% of the budgeted 
positions for professional nurses in its Department 
of Hospitals are filled.” 

Also a major need in the nursing field is for 
“more, qualified, top-level personnel,” PATTERNS 
reveals. 

It is estimated that by 1965 we will need 5,200 
nurses with newly granted master’s degrees each 
year, PATTERNS points out. However, in the aca- 
demic year 1957-58 only 997 nurses were granted 
this degree—less than 1/5th of the number cited 


above. 
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no irritating crystals - uniform concentration in each drop 
STERILE OPHTHALMIC SOLUTION 


NEO-HYDELTRASOL 


PREDNISOLONE 21-PHOSPHATE-NEOMYCIN SULFATE 


2,000 TIMES MORE SOLUBLE THAN PREDNISOLONE OR HYDROCORTISONE 


“The solution of prednisolone has the 1. Lippmann, O.: Arch. Ophth. 57:339, March 1957. 
advantage over the suspension in that no 2. Gordon, D.M.: Am. J. Ophth. 46:740, November 1958. 


crystalline residue is left in the patient's supplied: 0.5% Sterile Ophthalmic Solution NEO- 
cul-de-sac or in his lashes .... The other 
advantage is that the patient does not have to 
shake the drops and is therefore sure of 
receiving a consistent dosage in each drop.'’2 


HYDELTRASOL (with neomycin sulfate) and 0.5% Sterile 
Ophthalmic Solution HYDELTRASOL”. In 5 cc. and 2.5 cc. 
dropper vials. Also available as 0.25% Ophthalmic 
Ointment NEO-HYDELTRASOL (with neomycin sulfate) 
and 0.25% Ophthalmic Ointment HYDELTRASOL. 

In 3.5 Gm. tubes. 


HYDELTRASOL and NEO-HYDELTRASOL are trademarks of Merck & Co., INc. 


Qo) MERCK SHARP & DOHME Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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Army and Air Force National Guard 
Seeks Physicians 

Major General Daniel S. T. Hinman, the Adju- 
tant General of the state calls to the attention of 
Rhode Island physicians the following informa- 
tion: 

“From time to time we have position vacancies 
in the United States Medical Corps for assignment 
to units of the Rhode Island Army National Guard, 
as well as vacancies in the United States Air Force 
for flight surgeons in the Rhode Island National 
Guard. 

“Tt would be very much appreciated if you would 
keep our requirements in mind and refer to this 
office any interested doctor of the Rhode Island 
Medical Association. Without obligation, we would 
be glad to interview him and outline to him the 
many benefits of the commissioned officer in the 
medical service of the United States Army and 
United States Air Force.” 


National Survey Shows Aged Capable 
of Financing Own Medical Care 

The American Medical Association reported 
recently that an independent national survey com- 
pleted by university sociologists “emphatically 
proves that the great majority of Americans over 
65 are capably financing their own health care and 
prefer to do it on their own, without federal gov- 
ernment intervention.” 

Doctor Leonard W. Larson, Bismarck, N. D., 
president-elect of the A.M.A., described the study 
as “uniquely important,” and urged Congress to 
“devote immediate and careful study to the basic 
facts brought forth in the study” before reaching 
final decision on medical aid legislation for the 
aged. 

“The study disproves some dangerous miscon- 
ceptions about the aged,” Doctor Larson said. “It 
shows that most of these citizens are in good 
health, not sick, and are in moderately good finan- 


J. E. BRENNAN & COMPANY 


Leo C. Clark, Jr., B.S., Reg. Pharm. 


5 North Union Street Pawtucket, R. I. 
SHELDON BUILDING 


7 Registered Pharmacists 
Pharmacy License #226 
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cial condition, not hardship cases.” 

The study was conducted by James W. Wiggins 
and Helmut Schoeck, director and associate direc- 
tor of the project. Both are members of the Depart- 
ment of Sociology and Anthropology of Emory 
University, Atlanta, Ga. The study was based on 
extended personal interviews among 1,500 non- 
institutionalized persons 65 years of age and over. 
The interviews were conducted by 100 trained in- 
terviewers under the supervision of professional 
sociologists, representing more than a dozen well- 
known American universities and colleges. Doctor 
Wiggins presented the first findings of the study 
before the Fifth Congress of the International 
Association of Gerontology at San Francisco, 
Thursday (August 11). 

In his statement discussing the results of the 
study, Doctor Larson emphasized these facts: 

Sixty-one per cent of the people interviewed 
considered their health was good; 29 per cent 
thought it was fair, and only 10 per cent thought 
it was poor. 

Ninety per cent could think of no personal med- 
ical needs that were not being taken care of. A 
relatively small percentage of those who said they 
did have medical needs attributed the failure to 
meet these needs to lack of money. Often they said 
they had decided against treatment on the grounds 
it was not worth the ‘‘risk or trouble.” 

Sixty per cent said that they now are covered by 
private voluntary health insurance. 

Sixty per cent said that if they sold everything 
they owned, and paid all their outstanding bills, 
they would have more than $7,500 left in their 
bank accounts. 
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an antibiotic capsule 
with an added 


“measure of protection 


__ AGAINST RELAPSE —up to 6 days’ activity 
with 4 days’ dosage 


»” AGAINST “PROBLEM” PATHOGENS — uniformly 
sustained peak activity 


AGAINST SECONDARY INFECTION-—full antibiotic 
response 


DISTINCTIVE, DRY-FILLED, DUOTONE RED CAPSULES — 
(150 mg., bottles of 16 and 100. Dosage: 1 capsule (150 mg.) 


four times daily. Precautions: As with other antibiotics, DECLOMYCIN may occa- 
sionally give rise to glossitis, stomatitis, proctitis, nausea, diarrhea, vaginitis or derma- 
titis. A photodynamic reaction to sunlight has been observed in a few patients on 
DECLOMYCIN. Although reversible by discontinuing therapy, patients should avoid ex- 
posure to intense sunlight. If adverse reaction or idiosyncrasy occurs, discontinue medica- 
tion. Overgrowth of nonsusceptible organisms is a possibility with DECLOMYCIN, as with 
other antibiotics. The patient should be kept under constant observation. 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


RLE LABORATORIES, a DIVISION of AMERICAN CYANAMID COMPANY. Pearl River, New York t Leterte) 
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BOOK REVIEWS 


Christopher’s TEXTBOOK OF SURGERY. 
Edited by Loyal Davis, M.D. Seventh ed., W. B. 
Saunders Company, Phil., 1960. $17.00 


This well-known volume remains one of the most 
commonly used surgical texts in United States 
medical schools. The thirty-four chapters covering 
the fields of general, thoracic, cardiac, pediatric, 
genitourinary, gynecologic, orthopedic, neurologic 
surgery and physical medicine, have been revised 
since the last edition in 1956. The chapter on infec- 
tions is now current and includes a section on the 
prevention and control of hospital infections. A 
most interesting final chapter on Surgical Judg- 
ment has been added, which, because of its general 
interest and significance, might have been placed 
as Chapter 1. 

Since medical schools in this country now have 
separate departments in gynecology, urology and 
orthopedics with specialized texts in those fields, 
it might be appropriate to devote more space to 
general surgery and to eliminate those specialties 
which are covered in more detail elsewhere. 

The text maintains its usual standard of excel- 
lence. However, in several instances subjects of 
increasing significance in surgery have been dealt 
with briefly. In particular, venous thrombosis, 
thrombo-embolism, peripheral vascular surgery, 
and diseases of the colon are allotted less space 
than their relative importance warrants. 

STANLEY SIMON, M.D. 


SURGERY IN WORLD WAR TWO. Neuro- 
surgery—Volume 2. Department of the Army. 
Office of the Surgeon General, Wash., D. C., 
1959. $7.00 


This volume is concerned with the treatment of 
spinal cord and peripheral nerve injuries during 
the second world war. As in the first volume which 
was concerned with head injuries and adminis- 
trative data the list of contributors—\W oodhall, 
Spurling, Prather, and others—is distinguished 
and able. The writing is again lucid and although 
the illustrations leave something to be desired they 
are profuse. The author’s topics overlap consider- 
ably and the differences of opinion are often 
marked and stimulating. 


It is emphasized throughout that injuries to 
nervous tissue caused by high velocity missiles are 
more complicated and difficult than those encoun- 
tered in civilian practice. Such military factors as 
universal delayed closure of wounds cause further 
differences. However, determined attack on pe- 
ripheral cases when there was considerable loss of 
nervous tissue showed that only a few were com- 
pletely hopeless. Detailed descriptions of the meth- 
ods of nerve mobilization necessary for suture are 
given. 

The care of paraplegics is described with par- 
ticular attention to the urologic and decubitus prob- 
lems. Surgery of herniated discs was commented 
on only briefly. These operations were done com- 
monly early in the war but although initial surgical 
results seemed to be good it was found that over 
70% were not improved sufficiently to be retained 
in the Army following surgery. Conservative ther- 
apy seemed to be no better and 80% of those so 
treated had to be separated from the service. Sur- 
gery, therefore, was performed only in special 
circumstances. 

The type of surgery described in the book is 
necessarily for conditions which require long terms 
of post-operative evaluation. Such an evaluation is 
not given because the contributors have long since 
been out of the Army. Another volume by Barnes 
Woodhall does give an account of the notable 
attempt to follow peripheral nerve injuries. 

Tuomas C, McOsKER, M.D. 
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Following determination 
of basal secretion, 
intragastric pH was 
continuously determined 
by means of frequent 
readings over a 
two-hour period. 
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New proof in vivo! of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, show that newCreamalin 
neutralizes acid from 40 to 65 per cent faster than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 
for approximately one hour longer. 

New Creamalin provides virtually the same effects as a liquid 
antacid? with the convenience of a tablet. 

Nonconstipating and pleasant-tasting, new Creamalin antacid 
tablets will not produce ‘‘acid rebound” or alkalosis. 

Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 


Dosage: Gastric hyperacidity — from 2 to 4 tablets as necessary. Peptic 
ulcer or gastritis — from 2 to 4 tablets every two ho —_ hours. Tablets may 
be chewed, swallowed whole with water or milk d 

in the mouth. How supplied: Bottles of 50, 100, 200 and 1000. 


. 1. Data in the files of the Department of } gyms Research, Winthrop 
Tg ye 2. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. 
LABORATORIES Pharm. A. (Scient. Ed.) 48: 384, July, 1959. 
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THE WASHINGTON SCENE 


A Summary Report Prepared by the Washington Office 


of the American Medical Association 


a neers of the medical and health pro- 
fessions, the federal government and national 
civic groups are co-operating in development of a 
program for starting the general use of the Sabin 
live-virus poliomyelitis vaccine next year. 

Shortly after clearing the Sabin vaccine for gen- 
eral use, Leroy E. Burney, M.p., Surgeon General 
of the Public Health Service, asked 23 nongovern- 
ment organizations to designate members to serve 
on a Surgeon General’s Committee on Poliomye- 
litis Control. 

An Agenda Committee met with PHS officials 
in Atlanta Oct. 11 and 12 and drafted a basic 
agenda for a meeting of the Control committee in 
midwinter. At the Atlanta meeting, preliminary 
consideration also was given to administrative and 
technical problems involved in use of the live-virus 
vaccine developed by Albert B. Sabin, m.p., of 
Cincinnati. 

The Agenda committee was made up of repre- 
sentatives of the American Medical Association, 
American Academy of General Practice, American 
Academy of Pediatrics, Association of State and 
Territorial Health Officers, Children’s Bureau and 
the National Foundation. 

The Sabin vaccine is not expected to be available 
in substantial quantities before mid-1961. 

The chief question is whether the vaccine—which 
is given orally in the form of pills, liquid or candy 
—will be administered on individual or mass com- 
munity basis. The PHS special committee that rec- 
ommended approval of the oral vaccine said that 
the community basis would be better. 

“Because of the unique nature of live poliovirus 
vaccine, with its capacity to spread the virus in a 
limited manner to non-vaccinated persons, the com- 
mittee cannot make recommendations for manu- 
facture without expressing concern about the man- 
ner in which it may be used,” the special committee 
said. 

“The seriousness of this responsibility can be 
illustrated, for example, by the known potentiality 
of reversion to virulence of live poliovirus vaccine 
strains, and the possible importance of this feature 
in the community if the vaccine is improperly used. 

“For example, the vaccine has been employed 


largely in mass administrations where most of the 
susceptibles were simultaneously given the vaccine, 
thus permitting little opportunity for serial human 
transmission; or, it has been administered during 
a season of the year when wild strains have usually 
shown limited capacity for spread. This experience 
should provide the basis for developing useable 
practices for the U.S.A.” 

The special committee also said attention should 
be given to administration to special groups, such 
as very young children, pregnant women, and sus- 
ceptible adults. 

“Even more important is the planned continua- 
tion of this program as long as necessary to achieve 
and maintain the required results,” the committee 
said. 

The committee was headed by Roderick Murray, 
M.D., of the National Institutes of Health. Its other 
members were four M.D.’s and one PH.D., all of 
whom were connected with universities except for 
one M.b. from the PHS’s Communicable Disease 
Center at Atlanta. 

Neither the committee nor Dr. Burney antici- 
pated that the live-virus vaccine would replace the 
killed-virus Salk vaccine used since April, 1955. 

“Tt appears probable that only a unified national 
program which utilizes each of the available types 
of vaccine to its best advantage can accomplish the 
total prevention of outbreaks,” the committee said. 

Dr. Julian P. Price of Florence, S. C., chairman 
of the A.M.A.’s Board of Trustees, predicted the 
live-virus vaccine “will be one more powerful 
weapon against an ancient and crippling disease.” 
He said that physicians “have conscientiously 
pushed immunization with the Salk vaccine and 
now, with this new vaccine, the profession is hope- 
ful that even better results can be achieved.” 


* OK 


Five states were ready soon after the effective 
date of October 1 to submit plans for participation 
in the federal-state program of health care for the 
needy and near-needy aged persons which recently 
was enacted into law. The states were Arkansas, 
Michigan, New Mexico, Oklahoma and Wash- 
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FOR SIMULTANEOUS IMMUNIZATION 
AGAINST DISEASES? 
Poliomyelitis -Diphtheria-Pertussis-Tetanus 


PEDI-ANTICS 
I'M DESIGNED 
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WORKING FOR NEW DOCTORS 
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SCREAM..- TETRAVAX 
“LISTEN. ./ IS USED... 


DIPHTHERIA AND TETANUS TOXOIDS WITH PERTUSSIS AND POLIOMYELITIS VACCINES 


now you can immunize against more diseases...with fewer injections 


Dose: 1 ce. 

Supplied: 9 ce. vials in clear plastic cartons. Pack- 
age circular and material in vial can be examined 
without damaging carton. Expiration date is 
on vial for checking even if carton is discarded. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


TETRAVAX IS A TRADEMARK OF MERCK & CO,, INC, 
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As of early October, another twenty-five states 
were preparing to consider legislation to set up 
such a program or had indicated a willingness to 
proceed without new legislation. They were Ala- 
bama, California, Colorado, Delaware, Florida, 
Georgia, Hawaii, Idaho, Illinois, Indiana, Ken- 
tucky, Louisiana, Massachusetts, Montana, Ne- 
vada, New Jersey, North Dakota, North Carolina, 
Ohio, Pennsylvania, Rhode Island, Utah, West 
Virginia, Virginia and Wyoming. 

Arthur S. Flemming, secretary of Health, Edu- 
cation and Welfare, urged all states to take part in 
the program as soon as possible. But he also said 
he hopes that Congress in the next session will 
approve a Republican plan for a supplementary 
tederal-state program to help provide private health 
insurance for elderly persons who cannot meet their 
medical expenses. 

It appears that the issue probably will arise in 
Congress next year because some Democrats also 
have said they will again sponsor legislation that 
would provide health care for aged persons through 
the Social Security system. 


The A.M.A. has launched a “comprehensive 
study and action program” to guide Americans in 
spending their health-care dollars more wisely. 

The A.M.A.’s new Commission on Medical Care 


RHODE ISLAND MEDICAL JOURNA| 


Costs has set out “to find answers to the many ques- 
tions being raised about medical care costs and ti 
present the findings frankly and forthrightly to the 
medical profession and to the public.” 

The program is “dedicated to promoting the 
highest quality health care at the lowest cost.” 
Louis M. Orr, m.p., of Orlando, Florida, chair- 
man of the commission, said that “any barrier that 
stands in the way of this objective should be re- 
moved—immediately.” 

One of these barriers is money wasted on inef- 
fective non-prescription or over-the-counter drug 
products, such as vitamins, food fads, and rheu- 
matism and arthritis remedies. A.M.A.’s Council 
on Foods and Nutrition has estimated that much 
of the estimated $350 million spent annually on 
self-prescribed vitamins is wasted. 

The A.M.A. is urging physicians to alert their 
patients and the public to the latent dangers in- 
volved in self-prescribing and to the folly of throw- 
ing their health-care dollars away on quackeries. 

On another front in the war against quackery, 
Food and Drug Commissioner George P. Larrick 
reported that during the past twelve months the 
FDA had seized falsely promoted vitamins, min- 
erals and other so-called “health foods” valued in 
excess of 1.5 million dollars. He said that the 
amount of misinformation, pseudo-science and 
plain “hokum” on health care reaching the public 
through books and magazine articles is increasing. 
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calls. We'll take them 


for you, day or night. 


| 


| 
= of 
of 
tri 
sti 
br 
Ti 
wl 
Wi 
cli 
hi 
it 
70 pi 
PHO ° AS} be 
ni 
fo 
an 
th 
Wi 
pr 
ra 
to 
gr 
is 
F 


